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iylPreface 
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This monograph on Academic RelalionshSps and Teaching Resources is one of 
the Fogarty International Center Series on the Teaching of Preventive MeJicine. 
4n it is described the interdependent relationships between schools of public health 
and departments of preventive/community medicine, two organizations which can 
productively coUaboiate m promoting the health of individual^ And the community 
they live in.. Also included^ are disc'Ussions of , the content and objectives of 
undergraduate and graduate training; orienting the niedical student toward disease 
prevention and health maintenance*; methods ol teaching the concepts of 
epidemiology and demography needed to understand the disease patterns in 
population groups; and resources in the medical school ahd the community that 
can be utilized in 'teaching preventive mediciijg. It, hoped that this monograph 
will be used by students and" teachers as ^ referwice source for departments of 
community and preventive medicine and for schools of pumic health and will 
stimulate the collaboration .between these two institutions. ♦ 

^ - MiLo D. Leavitt, M.D. 

Director 

\ , Fogarty International Center 
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The Fogarty International Centerwas establish^ iiyl968 as ^ meniorial to the late 
Congressman John E. Fogarty from Rhode Island. It j^d been Mr. Fogarty's desire 
to create. within the Natiort^l Institutes of Health a center for research in biology 
and medicine dedicated to mtbmational cooperation and coU^boi^ion in the 
interest of the health of mani^ind. 

The Fogarty. International Center is a unique resource within the Federal' estab^ 
lishment, providing a base for cxpansfon of Am'^nca's health research and healthcare 
to lands abi-oad and for bringing the talents and resources of other nations to h&d 
upon the many and varied heafth problems of the Uniied States. ' * < 

As an institution for advanced study, the, Fogarty International Center has em- 
,^ braced the major ihemtn of medical education, enviroimental health, societal factors 
influencing htalth and disease, geograpfiid health problems, mtemalionai health re- 
search and education, and preventive medicine. Our commitment to the study of 
preventive aspects o^human disease is expressed in the forthconainfe Fogarty Interna- 
tional Center S^es on Preventive Medicine, 

Improvemera ki the health status of. the American people^ will depend, in great 
, measure, on the Resign and application of programs whicl^ place major emphasis on 
the pre vend ve«spects of human disease. Although health authorities generally agree 
wUh this thesjs. there ^ need for more precise definition of effective methods and 
programs of prevention, financial resources required to implement these programs, 
and pribrities to be assigned to research in preventive methodology. The need to 
assAnble expertise in this field lo elucidate mechanisms whereby the full impact of 
preventive medicine may be brought to bear on the solution of Aiperka's major 
health problems has been expressed repeatedly in public staterr.ent by leaders 
throughout the Ijealth field, 

. In response to this need, the Fogarty International Center initiated a series of' 
comprehensive stales of preventive medicine in order to review and evaluate the 
stale of the art of prevention and control of human diseases, to identify deficiencies in 
knowledge requmng further reseafch, including analysis of financial resources, pre- 
ventive techniques, and nvanpower, and to recognize problems in application -of 
preventive methcjds and suggest corrective action. . . ' 

In an. effort to contribyte to the educational aspects of preventive medicine, the 
Fogarty Intennation'al Cent'et has undertaken a cooperative program with the AssckT 
ation of Teachers o^ Preventive Medicine to create resource material to assist in J 
administration, leaching, r;esearch, and service responsibilities among departnipnt;^ of 
preventive medidne* to. enhance collaboratfve activities between departn^enlis of 
preventive medicine and other academic units of health science schools, and to 
propose national programs of teaching, research, and service in preventive me*dicine. 
Topics to bt given major emphasis include the role of behavioral sciences in preven- 
tive medic rn^ academic relationships between depattments of preventive meciicine 
and schools of public health, international and extramural teaching and research 
opportunities in preventive rtedicine, teaching resources of de^partments,' health 
education, pnmary care and family medicine, the role of ancillary health personnel in 
Mhe health care delivery systems, and'consiimer participation in hcakh care delivery^ 
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A NOTE FROM THE EDITOR 



This yiolarne*comains conference reports on three^ related themes of considerable 
concern to meilical'school departments of preyentjve medicine.^ 
^ A considers^tion of Academic Relationships of Departments of Preventive 
Medicine and -^Schools of Kiblic Hftlth took place at a confereriPfe held at the 
Fogafty Intemalional XTenter. National Institutes of Health, under the chairman-' 
ship jof Dr Warifen Winkelstein on March 8-^10, 1973 This m fact was scheduled 
as the first in a senes ^ conferences destined for cospdniorslup in the mM-" 
seventies by the Association of Teachers of Preventive Medicine and the Fogarty 
Intf^mational Center Sdection of this theme for t^ first conference is itself tacit 
ac|tnowledgment of the importance in which teachers of preventive medicine hold 
thjbir relationship to schools of pulj^c health. An, association between the two goes 
back many years; in fact, the ffrst large national conference of professors of 
preventive medicine ever convened in this country was held at Ann Arbor. 
^Michigan, in 1946 whefl^tKe Unfversit)^ of Michiganr School of Public Health 
served as host. At subsequent national^conferences on preventive medicine, the 
1%3 Saratoga Spnngs Conference m particular, spokesmen from schools of public 
health made important contributions to what is seen on both sides as work in a 
common cause. However^ the 1973 Fogarty Conference was the first assembly 
pripianly cjsnvened t® focus alone on relationships between the two kinds *^of 
instftDtidns As a consequence, the Association of Schools of Public Health agreed 

f to serv^ as cosponsor of this conference as well. 

The second theme. the.Teachipg Resources of Departments of Preventive 
MetUcine. was the object of conference discussion on August 15-17. 1973 at the 
Fo^y International Center with -Or. Peter 6. Peacock serving as chairman. A 
fair part of this conference was ^iven over to consideration of extension of. the 
ongmai terms of reference that had been chof^en by the program committee, -end 
this led to the step of commissiohing additional pape/s after the conference. lit 
effect, ^hout half of the papers here presented were invited after the conference. 

The third theme. Residency Training in Preventive Medicine, was the subject of 
a conferefice at the Asilomar Conference Grounds, California, on February 12-13. 
1972 This meeting was held solely under the sponsorship of the A'ssb<iation of* 
Schools of Public HeaJth. The views and findings cojitanfed in this .report descnbe 
the first 10 years expenence with general pre>4entive medicine residencies in the 
United States, and. in-the view of conference chairman Dr. Joseph Stokes HI and 

, l^ey note .speaker Dr» Kurt W "^Ijpu&chle. the picture then visible was. still valid 
well into 1975. - ' * * ^ 

^ It can:t^ argued that these three conference th^^mes arc part and parcel of a 
single laJ-ger theme and this, too. justifies irheir jux« osition in the one report. It 
seems, no sti^hrof editorial hcgnse to advaffce this view even though convenience 
of -publtaation as a single volunle has been of equal consideration. In brief, the 
teaching resources of -preventive medicine draw strength from the ideas and 
activities of schools of public health as well as from the world of the medical 
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school, the continued evolution of residency training in general preventive 
medicine in medical schools and schools of public health is clearly essential^ for the 
development^ of generations of teachers knd investigators. The schools of 
public health depend in considerable part for medical recruitment on the interest in 
the subject first established by exposure to preventive medicine in a medical 
school.. Finally, there is a movement of faculty as well as students in bofh 
direclibns between departments of preventive medicine and schools of public 
health. 



Duncan W. Clark, M.D. 
Downstate Medical Center 
State University of New York 
Brooklyn, New York^ 
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INTRODllCTiON 



In planning a ^enes of workshops to. be spoosored jointly by the Association 
of Teachers of Preventive Medicine and the 'Fogarty Jnteraational CenlA in 
the general fr^ld of preveotive medicine, it became evidetU that many df the 
concern^ and responsibilitfes of medical school departments of preventil/« 
medicine ,Nvere shared by schools of pOblic health. , ^ • y 

Each has, special commitments an^ opportunities and yet there is fnCicli in 
contmon: the -teaching .of common themes, service to the same public, and 
research on many of the saiTie community fiealth problems, A workshgp on , 
relationships between , these two types of educational institutions, it was 
decifled. should take place under the aegis of the Fogarty International Center. 
As a center devoted to the international aspects of health, preventive medicine 
is of great <:oncern. and the Fogarty Center is^committecj to its advance and 
afiplication. - , ► / 

This review tookrplace ^t ,a time when the ^future, of federal funding and 
support of teaching*"and research programs irf public health- were less than 
cle^r. About 35. participants gathered at ;he Fogarty International Center, 
National Institutes of Health, op March 8-10. 1973, and this report contains 
highlights from that meeting ^ ' ^ ' 

- ' ^ Robert L. Berc.M.D. ' 

A ssoi iation of Teachers of , 
Preventive Medicine 



Herschel E. Origin. M D. 
,§Assoaatton of Schools 
of Public Health 
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EVOLUTION OF P'JBLIC HEALTH AND 
PREVENTIVE MEDICINE! IN TfiE 
UNITED STATES ; 



Milton Terns 



In^J^e Pi4hlu Health Reports jind Papers (i) 
presented al tha first Annual Meeting of the Amen- 
can Pubjkrf Health Association in 1873, the Seere- 
tary erf the AsscKiiUoa began his jntroductorv note 
as follows- . ^ 

bri the 18th (yj April, IH72. un informal Confer-/* 
ence of a number of i^entlemen who for ^e\eral 
years had been I'n some decree io-\\orker\ jn tlie 
" stWffkf'ofFreientive Mtdwne and in duties of 
pubhi samtar\ senue. nas iield in the dt}' 
Ne\\\ Yorl\, with the design to sei are amierted 
effort,*iind estahU^h soufnc adequate plans in tfie 
cultntition oj f^y^ienw lKn{i\\i^j^e. ^hd promrin^ 
mofje effecthe applications irf:\nnijar\ principles 
and laws /The ( ommittee u7»( h u as appointed at 
that conferenie suhmHted a plan of or^^anication 
at a subsequent n\eetin^, held on fMe 12th anX^ 
IJtfi of September, 1872 # ^ ' 



mure to make arry. distinction between 
public health and preventive m^dicihe at the bi^th of 
the Amerlcarv Public Health AssoLiation is worth 
^noting, a,s is the empha^sis on both the cultivatiQn»of 
hygienic knowledge and its practical application. Of 
ipterest also Is the fact that alk^c^rs and nnemt)ers 
of the Executive Corrinnittee elected on S^rptember 
13, 1872, and again on f^0N*ennber^^l3, ^^73, were 
physicians. i 

The first President of the* association/ Stephen 
Smith, M.D., opehed thfe^ annuaJ meetirjg in 1873 
, wijh an addr*s Oh the Umita^jons and Modifyirif^ 
Conditions of Human 4^on^evi$f^, the^ Basis oj 
Samtaff H^orW, 'Whic^ began with^lje staternent: 
"We inaugurate to-dAy the American Public Health 
Association, the objects of which are VThe advance- 
ment of sanitary $c1en«r: and tt\e^ promotion of 
organizations and njeasures for the praftical appHca-" 
tion of public hygiene/ ' ',He declare^ his judgment pf 



the. great potentialitiesrof public health and preverv- 
tive medicine — a judgment that .was to'bej^ver- 
whelmingly confirmed' in his own lifetime — by slat- 
ing that " the science which we cuftivate, and which 
this Assoaation is ^r^anized to promote, discarding" 
the^'traditions of the past^and the teachings of false ' 
philosophies, interprets the Iaws4hat have been $et 
for the guidance and control of man's earthly 
existence by the exact depnpnstrations ^f a true 
physiology. This science » of life reveals to us the 
stupendous fact, that man is borp to health and 
longevity, that disease is abnormal, that deatl>, 
except from old age, is accidental, and th^t both aile 
preventable by human agencies/' 

Smith ask(?tl the questioh: '*fi'<iw m%-.5amtary 
knov\ ledge be made^'available ai^ be ip^plied ^ith 
the greatest effect ?'' ^nd discussed the more impor- 
tant methods which ineJuded: (I) th^ ^education , of 
the "people; (2) the th6rOugh ^education of t^e 
medical -professfon m sarytary science, and the " 
reduction- of ^that s<^ence to iiily ^pr^cticer (3) the 
n^ofessions df^rchitecture, er^irt(&enng, and aUied 
departments ofFusiness nuist be e(tticated ii^ sani- 
tary science; (4) the state must 'perfojfm an impor- 
tant part in thie application of sanitary knowledge; 
and <5) finally, the geijer^l^ govefliment* should, 
vwthin Its appropriate sphere, cooperate Avith state 
governments * * ^ - 

It IS ^interesting to npte th^ Smitl^ began his 
dis^:ussioh of item l; the education 6f the^j^eople, 
with the statement ^^t/' T^e general ftcts of 
physiology and pathology, the basistof all preventive 
medtcine, should be taughl^ in alP'ourj^schpols/' 
Even more interesting — anct^'disturbingly modbm— 
was his discussion of item 2, which is' here repro^v 
duced in full: ^ ' " . ^' 

The medu al projvs sion Is the pfoper tonserwa- , 
^ tor of the health of tfie people Its members ar^ 
devoted as'^a life's work to thT study of the 
nature, causes, and rerfiedies Of msec^es. Whdt- 
* ever advam e has been tnade in our Icnowledge of 
diseases, either in its prevention or cure, uas beefi 
made by this pr^s^ion.tAnd although medfcat 
' ^nTt^^itlv.e <il\yays been sanitary reformers, yet the 
customs of soiiety have sadly misplaced their 
duties. In proctue, the ^pHysiciahJ^ called to cutet 
disease, and 1o this feature of his every-disy duties 
he devjptesuiU his thoughts. He^ waits until the 
rnuse has begun to'^)pel'ate J?efore he begins fo 
dp ply hts knowledge. His efforts are ^now di- 
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- feited, first] tQ^\(r:c lip.', \in^ u'ov/J. to prexcut 
damay^^tcr tHe system Great' tis has been the 

. adVanie in our humleJ^e t^f therapvutic.s, it, as 
but jair t(> say that in ffoth ef^vrti w'p luihle 

" to fitil Ortv juit in nearly e\e'r\- (^asi' of stckyiess 
kmnvn is ahia\s apparent to the pfirrti^uin. and 
that IS. that at one pttiod the di^'^iisc nui^'ht {tuve 
hei'n prewnted^ tind he 'reioj^nize\ how injlniU'ly 

- niajf important his advue was at that time Theli 
disease eould have been prevented Sow it 
lannot perhaps eyn he-iontiolled The comhi-^ 
sion seems'^wei'ftahle. in'w lhite\er h^ht we may 
view the suhjeit, that the phssu latf^i^diflies .(ire 
sadh mi^pUued He^ s^ioidtt ha^e siltiiih teUitfotis 
to the fahufles \yhiiii he attends that U{s a(7\4f^e is 
ionstanth Aoui'ht in' metlHfds of prexentuhi'^ lis 
well as in ^netfiods (>f cine If this were tfie mse, 
and the medji al profession was as much demoted 
to the prttctic e^of the art of pre\entin\i as it is m 
"^(.unm: disease there c\in he no doubt that mans 
diseases whuh now det imate ionnnunities woid^l- 
disappear alt(ti:ether . and the lunger number 
would ha\ e tk^- mortalits .sit opposite them 
^reads' redin ed 1 has j)nr nofifuil lom:e\it\ c*)ul(i 
uiiciin he lar'^els i xtendcd. In order to uittam) thts 
iffiportant reform the nwdual schools niiist int or- 
poniii Sanjtar\ Si ion c di their lourse of studs, 
and {Oilier dearces jor i(>ri)f]uenc y in these stud- 
ies, wftilt iusfooi of^ sn( u'tv must bjL' so 
i iuim^ed that th( pfi\ su am i s { mph>s cd to pre\ ent 
rather than to ( ure disease 

chan(;f:s in c ontknt 

The concerns puhhw health and preventive 
m^icine m ^H'!^ are mdicatcd by a partial listing of 
^the^gbjCvts disLUsseJ at this first a»nuiii r|^;elin^^f 
the American f^iblK Health Associatum. TM^> 
incliK^d, public mst motion 1rf sanitfij^^^-s^nce. pnn- 
cijjIrfTof hospital hvglewne. {j^e telations'jf architec- 
ture and hygid^^. heat a«*' -an el^TOigt m sanitary 
climauilogy. the'ryaliof> uf city arW ctillntry life to 
health » and longev it > epidemlcs.;^rcholera "and 
■YelloN^ fever: vaca^^Uon agajn<.t sfhat$ox: pnnci- 
ples ^ndipractices of quamntinei sanitary care of 
refuse. d*$i infection /water supply of citie*?. state and 
lucal saailary organ i/atnin: the necessity f^ a 
natioiW sanitary bureau: iiJid'thc need f'or a uniform 
^y^^ti-*"^ of re^striUit^n ot causes ot death throughout 
the' Unjted State's . prophetically, the volume -con- 
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tam*< Austin ^Flmt's dfescnption of a water-borne 
J' outbreak of typhoid fever in North Boston. New 

XoMc. as'w-ell as a paper by the Presi(Jent 
^ Colum'bia Colliege, F. A P Bernard. LL. D., oh;. 
The Gem The ory^of Disease and Ms Relatums to 
rQ^sea^e,* '^\\xc\i concludes that "neither the genji' ^ 
theory of contagious disease, nor. the >:hemical 
theory, iv^pxclusively true^"— - . 

rrf f897. at the 25th Annual Meeting.^ the aissocia- 
tion boasted 568^ members, of whom* 452 or 80 
percent were physicians (2) In his presidential 
. address. Dr. Henry B. Horlbeck of Charleston. 
S^ulh Carolina, noted that "B^tinology is not g ^ 
.part and^ixircel -of our sciences, It -is orte of ^tf^-"" 
foundation stones of all progress tn the opening of 
our knowledge of ?ianitar>r ,science " Referring 4o 
the'wi^rk of Jenner on smallpox, Pasteur on rabies, 
and Behnng on diphthena and tetanus, he declared* r\ 
that ' protective inoculation has been established 
and recognized for pur. daily use and benefit; 
conferring, a vast boon that is pimply incalculable, 
already bearing the most abundant 'fruit, and des- 
tined; It IS hoped, to increase an.d multiply its 
usefulness and donations to mankind. It is a " 
discovery opening up a land of promise of alrnost 
unlimited tehntdry, m which the enliglitened practi- 
tioner, can combat and conquer Ithe most fatal 
diseases thatUssail the human race.^As the pnnci- 
ples of natural and- acquired immunity have ^j^en. 
studied. and "the observations of Paste^ur, Kocff> . 
.Sternberg, arid others appreciated and: noted and 
understo'Kl. there has been a mighty impetus given 
in thus direction. " 

papers presented at this* annual meeting . 
covered a wide range of proble/ns of infecJtious ^ 
disease control, -including disinfection and fumiga- 
.^^on: water punficatlon: refuse disposal; isolation;' 

diagnosis of- typhoid fever by Widfal's bl(tod 
reaction; studies "in the etiology and prevention ^f 
typhoid fever^ diph^ena. tul)ercuIosis. amji yellow 
f(?ver; and the- neecl for unifomrrHT^ cooperative 
health la4'S ' 

The sesqui^ntennial meeting of the assocfttion^. 
held m 1921, registered appr^ptifnafftly a tenfold 
mc re ase-*:!!]^; mem bdi^fc* there ^'"8 '^^^^ 
megibers In additj^rto^l^ papers on infectious 
diseases, there ^ere Ibrffe dealifig with mdustnal 
hygiene, others* with health ed^i^ion^ and a fairly 
large number concerned with matemaf and child * 
health — including such subject s as mjilemal mortal- 
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Uy. the midwiferv problejrn/prev<^ntion- of nckels. 
undernourished school children-;* the- hygiene of 
cardiac children, and. school health supervision {4) 
?; The 75lh Anrmal^eetmg in* 1947 niarked some 
il^pansion irt the scope of public health cohc^m 
Fluorid^ilion and other aspects of dental health. 



facihties,_ and^a national health policy for the 
environment Specific disease control programs in-, 
eluded venereal disease, tuberculosis: ra*bies: bru- ' 
cellosis, dental disease, lead poisoning: drug abuse: 
sickle cell diy?ase: bimdfiess, reading disabilityr 
in^ur^. alcohol-related auto^accidents, colonary 



nutriicm. filalih educa<ipn. and industnal h>gjci|^ ^ "-^eart disease: children'^ emotional disorders, mainu 
probtems.were discussed Cunousjy. there" were ri ) 
reports at all on chronic disease epidejniol^iig^y^, while 
tpedical care was represented bv a .smgle paper bv 
Surgeon- General Thomas Parran on Vt u Prohknh 
"*m the Field of Meduai Care, and ^ singltT sessran 
- on tespit^d relations l5) ^ ■ • 

CbBlpa^e thjsr to iN-bew]idenng array of subjects 
presented at the centennial meeting of the Amenv;an 
Public Health Association in 1972 (6) The epid^ 
miological sessions were concerned, ip ttie irrf"<^^ 
liouj^isease area, vvi^^ubella. diphthena. measles 
hepatitis, venerea^' di^^se. tuberculosis, diarrhea 



tritran, and coal workers' pneumoconiosis. Public 
healJfjh'.admmistration issues concertied: locaj health 
depifrtment services as well as mtema\onal health 
programs, region alizat ion of laboratory services, 
health piogram evaluation, health education for 
migrant' populations: training iHid testing of persor\- 
nel. screening programs fof 'chronic disease detec- 
tion, conrprehehsive heahh planning; and a national 
polLtrv for health education In the fueld of maSernal - 
_^a™ Child heiiUh there was discussion of c^hild 
* development services., contraception and pregnaru^y . 
rrheal adolescents, school" health, nutntional high rislis,. 
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disease. «icute lower respiratory disease iij^nchildren. 
nosocomial infections. fiKMj-b<%ie df^eases and ser*- 
^ogical^ epidemiiology Other subjects included, can- 
■pr of ^|le cervix.' occupational lung cancei^^#cer 
W^e Hiouth and pharyjTj^^ichilijhjgjj^Jracemia. / 
coro||ar\ heart disease. Jpbetes mtmilus. -hyperten-^ 
stroke; b*«'n^pf^ a^jhma; psoriasis, riik^^" 
I'a^mon and air pollution, obesil^ ^fK 
i^se: pregnancy outcomes, oremati^ty .-and fetal, 
inpnl. and mateni^ n^ftalidr resulfei of nutntion 

' surveys, and i^efcning for childhc>exj lead poisoning *^%#ily nurse pra<^tioners. evaluation and control of 
The epi'derruology of violence received considerab4«* quality of care, unlization of servicej>. prepaid group^\ 

Attention, including homicide^ suicide*, childhood 
Irenes, burfl injun6s. and Tnotorcycle and.automo- 
bile^^cidents the effects of specific control 

grams'^n health^status vfere reponutt> ^luding ine correctional institutions, health problems and care in 
impact of- liberalized ^bortion -tf^ on pregniincy- n the black community, the right to treatment, nk-' 



prenatal patients, heanog screening programs, learrh 
disabilities, abortion and .sterilizatio|i. Tarr^fy 
pfanning services, and the relation of population 
pv)licy to health policy 

Finally, pers^j^l health services included a wide 
range from menial health services and dental care to 
ambulatory care and emergency services, with dis-^' 
cussion of health maintenance organizations, the 
role ar]^ training of health workers in different 
countries, expenence with physicians' "assistants and 



practice, htfalth ^services for older people, nei^bor- 
hood and rural health centers, social services.' 
nursing homes, pharmaceutical" services, care irf 



associated deaths, the evaluation of health u|r&^in ^ 
terms of outcomes, and the results, of metn5Q<^>ne' 

^ ^ vp^nt^*^nce pr^ iijElj^ for drug addiij^s. The uS«;of 
* multiphasic serening to e^iluaje health sta^s y^'As 

^ also presenlld. . ' 

^ Ev^n ntbre striking, 'pt^rhaps. was^the. scope t>f - 
subjects includa^- fn the presentation and discussion 
of health" services Environmental control issues 
. jcbmpnsed: radiation protection, housmg. food -pro- 
tection: water resources and quality: wasta treat- 
• '^mei;it technology: 'I5c^u pat lona I health and safety. 
' .„<vjffniming pool codes, air pollution! environmental 
mafipov^er: planning and standards; nonionizing ra- , 
Sl^lion.Thc environment q[ long-terrn healtli care « 



tional health programs in other countraes. the strug- 
gle over national hcfalth insurance, and a nalior^ 
healthlpolicy for personal health services . 

The developmeru of sections of , the American 
Public riealth ANSCKiation provides another measure 
of the growth, in the scope of public health, on the 
one hiuidr and of specialization within public health, 
onahe otTier 'Fhe J^botatory Section was the jirst 
to be esrabhshed. at the turn of the century; now 
there are 19 sectmn^s. covering a \vide vanet]^-^ of 
disciplines and content ar^av^Table 1) Perhaps the 
most crucial decision regiirding a new^section was 
made in 1948. when the Medical Care Secnt>R.^as 
established despite the determined bppositionnrf ine 
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- ' TABLED* Year oT Organbuitiofi of Current Sections of the 
^^•ric^n Public Health Association 
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Health Officers Section and of others who wished 
to ^ceep\public health .jvithin the confines of preven- 
uve medicine The ideological and organizationarl 
^background of lhi!i conflict has been well docu- 
mented by .Vis^llear (7), but it may be helpful to 
chart some ©f the conceptuaLchanges regarding the 
scope and functions of public health which emei^ed 
, in this period. 



CONCEPTUAL CHANGES 

In 1944, the American Public Health As80ciatioh 
adopted an official statement on Medical Care in a 
National Health Program (8) which stated-that A 
national program for medical/ care should make 
available to the entire population all essential pre- 
ventive, diagnostic, and curative services," and, 
''Should be adequately and securdy financed 
through social insurance supplemented by general 
taxation, or by general taxation alone;" It also 

• recommended that '*\A single responsible agency is 
a fundamental requisite to effective administration ^t 
all levels — federal, state and local. The public health 
•agencies — federal, state and local — should carry 
major responsibilities in adtninistering the health 
services xjf the future." * 

^ In 1948, in a joint statement of the American 

* Public Health Association and the American Hospi- 
tal Associati^in on Coordination of 'Hospitals ^nd 
Hyalth departments (9), the point was made that 
"Preventive and curative medicine have reached the 
state where they are no. longer separable, and it is 
nec^sary at the present time to bring them together, 
physically and functionally." 

These statements were clearly at variance with 
the policy adopted by the association in 1940 which 
outlined the "desirable 'minimum functions" of local 
health departments in a restricted fashion. Jh^ 
''basic ^x" functions included vital statistics, sanita- 
tion, communicable disease control, laboratory serv- 
ices, maternal and child health, and health education 
VO). Ten years later, in ^950, the functions of the 
local health departments' '(Be basic service unit in 
the administration of public 'health"— were drasti- 
cally redefined. In an official statement on The 
L(Hal Health Department — Sen'ices and Responsi- 
bilities (/n. the American Public * Health Associa- 
tion noted that "'The concept of the services of the 
Jocal health department has undergbne* considerable 
change. As a result of advancing medioal knowledge 
and putjjC health, practice, there has ceen a sharp 
decrease in morbiUity and mortality ffckn infectious 
diseasdcs, particnlarly in infancy* chiWhot J, and the 
early adult' years of life. Bec^^se of*the marked 
changesin the age distrtoution oTthe population and 
in the spectrum of our health piT9blems^ the theory 
and practice of (J'ublfc health has expanded to 
mcludfe not only prevention of the onset of illness 
but also prevention of the process of disease, of 
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associated complications, and of disability and 
"death." The' statement also noted that/ DefiTvitions 
of local health services and responsibilities b^sed on 
limited categories of activity have become quickly 
' outdated as a result of this, rapid development of 
health administration.. It is essential, therefore, to 
defifle the optimal responsibilities of the local health 
department* to list the general types of service 
provided, and to indicate the specific methods 
utilized in the ^ solution of local public health prob- 
lems:" These were then categorized as: (i) Record- 
ing and Analysis oX Health Data, (2) Health 
Education and Information, (3r Supervision and 
Regulation, ^4) Provision of Direct Environmental 
Health Services, (5) Administration of Personal 
Health Services-, (6) OpeiSBbn of Health FaciliUes, 
and (^) 'Coordination of ActiviUes and Resources', 

It was this marked change in the conceptualiza- 
tion of public health tnat made it possible to 
establish the Medical Care Section in the i^m^ncan 
Public, Health Association, From a concern limited 
to infectious diseases, public health Workers had 
moved toward viejving all causes of ill health aS 
their reSjgonsibiJity From a^ limited preoccupation 
with preventive medicine and preventive health 
seirvices, they became interested in the organization 

*bf alh types of health services. In 1^55, 7 years after 
the bitter struggle over the Medical Care Section, 
the organizers of the campaign for creation of a 

-Mental Healt(i Section were surprised, pleased, and 
a little disappoinjted that,.there was not the slightest 
opposition to their request. The battle had been won 
m \$4S; the restrictions on the scope of public 
health had been decisively and irrevocably broken, 

CHANGES IN. PUBLIC HEALTH reRSONNEL 

With the establishment of new sections and the 
influx of new types and categories of health work- 
ers^ the membership of the Amencan Public Health 
'^^l^s^^tion gpe\^ Yrom about 5,000 in 1^21 (if to 
almost \3,000 members in 1952 (12). It remained at 
about f3^,000 until l%l, when a penod of unusually 
rapid growth occurred Within a short period of 7 
years* the membership increased to 22^000. Pace 
^setter in this growth was the Medical Care Section,** 
which increased from less than 1,300 members in. 
1961 to over 3,109 members in 1%8. Whereat in 
1%1 the Health Officer had been the largest 



section in the association, by 1966 the Medical Care 
Section had taken first place in number^of members. 

Concomitant with the growth erf the Association, 
there occurred a considerable Recline in the pitpon- 
dei^ni^e of physicians, whcr had accounted foKSO 
percent yf the 568, members in 1897. In 1968, 
physicians were still the laiigest professional group 
in, the association, but they now comprised only 29 
percent of the menlbership. Holders of -Ph.D. and 
Doctor of Science de^ees accounted foi 9 percent. 
Registered Nurses 6 percent, dentists 3'percent, and. 
Doctors of Veterinary Medicfhe 2 ^tx:eiit. Sixteen 
percent of the 'members had master's degrees, 
mainly in arts or sciences, but. some were in more 
specialized fields such as nursing, edticaltion, social 
work, hospital administration, and sanitary engineer-* 
ing. A variety of other nonpubfic health degrees 
were represented, each in smairnumbers.*^ while 20 
percent of the members had no such degrees. It is" 
worth noUng, furthermore, that 26 percent of the 
members held a public/^heafth degree, and in 83 
percent of these it was the Piaster of Public Health. 

The great increase of nonphysicians among public 
health personnel reflected a general phenomenon in 
-the health field. In 1900, physicians accounted for 
63 percent of all professionally trairled health work- 
ers; by I960*, they were only 21 percent of the total 
But the growth in numbers of public health 
workers and the scope of their functions also 
reflected profound changes In popular attitudes and 
understanding. It became recogwzed increasingly 
that the health of the public, was a matter of public 
health, that organized community action was neces-.- 
sary not only to prevent disease and violence but to 
mitigate their effects in causing ill health, disability, 
and death, and that the issues were too Important to 
be left to chance or tp the practicing physicians. 

REACTION OF THE MEDICAL WIOF^SION 

The practicing physicians, it should be noted, 
were for the most part hostile or indifferent to the 
growth and .ejipansion of public health. ItMs true 
that at Its first session in 1847, the American 
Medical Association (AMA) chartered a policy in 
favor of adequate vi^aJ statistics legislation in the 
United States, and that prior to World War I it also 
campaigned for a national health department and for 
federal legislation on food and drugs (I4\ These 
were restricted concerns, however, und were 
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superseded, by a mor^ general concern that the 
growth of governmental acpon m the field of pubTiC 
health might be compeUUve with the pl^ysician and; 
make inroads on his income ,This has b^en clearly 
evidenU^ the local leveU where physicians 40 this « 
day have resisted health depanment^mmunizatk)n - 
pi:(^rams because they might lose fees as ^ result, 
and ^l^re medical societies have s>ucceededMn 
mapx communities m forcing the health department 
to.#onfine ills servK-es to the needy in order that 
there be no infnngemervt on the, market for physi- 
cians* services. ^ * 

At the national level, the Amerjcan .Medical 
Associklion campaigned actively against the Shep 
pard-T5wner Act of 1921. whith* provided federal 
subsidies to the states for ^maternal and infant 
welfare programs. In 1930, the House.of Delegates 
of the A,MA condemned the act as unsound m . 
policy, ^wasteful and extravagant, unproductive of 
remits and tending to promote communism. - 
{14), This attitude on thfe part of physicians and 
their organizations has persisted ever since, and has 



diagnosis and irealment of the patient, but in the 
end, by the creation of^a public, suspicion of his' 
ignorance, possibly, depriving him of one of the 
means of a legitimate livelihood/' The editorial 
. furiiier states that The ^ocly basis .*bf,^arproper^ 
understanding m this matter is the guarantee of ih6 
board thai in c^se the returns of pulmonary cas^s 
are faithfully made, for statistical purposes only, 
there shall be^on jts p^t no direct or indirect 
interferenc;e befween -patiei^t and physkian. either in 
the way of official irispecStions, bacteriological diag-' 
nosis, forced isolation, suggestions for treatment, or 
•presumptuous" instructions to the patient reg^ding 
.'^^^.....^ precautioif. If we mistake not, the profes- 
sion is very much '.in ''earnest in thus dividing 
responsibility- with the board apd will yet be ^able to 
vm.dicate its rights and 'denionstrate its power." 
(/5>. Its power, however, provvd to be insufficient. 

Again in 1912, when the New York titxJ^e^th 
D^artment* under Biggs' leadership rnade venereal 
diseases repc^rtable, the opposition was so strong 
that he iUatec:*''The ten year long' opposition to the 



become- more .pronounced as the scope of public reporting of .tuberculosis will doubtless appear as a 



health has continued to widen 

A feVv examples may help to give concrete 
foundations to this general statement. In 1897, 
acting on a recommendaUon by Dr. Hermann M 
Big^s, the New Yorf^ City Board of Health made - 
tubercu^is a' niKifiable disease. The medical 
profession condemned the action; not only the Nev 
York County and Kings County medical societies 
but even the New York Academy of Medicine 
oflFicially opposed it. The Medical Record reacted 
with an editorial which stated that^ The real 
obnoxiousness of this amendment to the sanitary 
code IS Its offensively dictatorial and defiantly 
comjiulsory character. . . . The profession as a 
whole has watched with jealous eye the encroach- 
ments of the Board upon many of the previously 
'well-recognized privileges of the medical attend- 
ant . . In a later editojial, the objections v ere 
made mdre explicit, stating that Vthere is no 
' objection to the reports of pulmonary cases- f6r 
slatisticaT purposes." It goes on to say that ''It is. 
howev# » the extra missionary work assun^d by the 
board which is the ominous and threatening quantity 
in » the equatioiv^the-,desire to assun^ official con- 
trol of the cases after they have been reported, thus* 
not only, by means of alarming'l)acteriological 
edicts, directly ^erfenng*with the physician in the 



mild breeze compared with the sform of protest 
against the sanitary surv^ifiance of venereal dis- 
^ eases." {15). The prjtesft again failed to stop the 
program. ; ' 

In 1920, 'V.owever, while Biggs was New York 
State Comnissioner of Health, the medical societies 
' did succeed- in defeating a proposal which could 
have greatly expanded the scope of public healj[h. 
This was Biggs' Health Center Bill, which provided 
for state aid to local commumues to create heahh 
j:enters which could include hospitals, outpatient 
clinics, ^'including especially those now regarded as 
public, health cUnics," laboratories, public health 
nursing," school health services, periodic medical 
examination for individuals desiring it, and head- 
quarters fo*" all pubkic health,, medical, nursing and 
other public welfare agencies wishing to utilize the 
center. The bill was defeated, both in 19?0iand 
19^! primarily because of the hostility ofNhe 
medical piofession (75, 16). r"^ 

At a synlposium on the health center legislation 
sponsored by the New York County -Medical 
Society, the objections -of the medical profession 
were sumrharized by the Secretary qf the State 
Medical Society. Of the five speakers, only Biggs 
spoke in the affimnMjvg. He presented the argu- 
ments for the bill, anuthertwent on to say: 
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But tio want to emphasize dne or t\^'o things 
strongly. That is, that the medical profession has 
been vej^ unfortunates, I think, in the generc^m 
attitud^^ which it has taken. Perhaps you do not 
remerr^er it, but I re)nember seven years ago * 

■ speaking at a meeting in this hall^ w hen you w^re 
discussing the supervision of venereal disease^, in 
which three Vfjour papers were; read attacking 
th.e action of the City Board of" Health with, 
reference "to the supervision of the \^enereal 
diseases. I remember at that sam^ time commit- 
tees were appointed by the Medic ql Boards of the 
City Hospital^ the Metropolitan Hospital and the 
' Kings County Hospital, and these three commit- 
tees forming a joint committee went to the Mayfr 
and asked him ^ irf(er\ene and to compel the 
Health Board to iescind its action looking toward 
the supervision of venereal diseases\And all that 
the Health Board required then, on asked then, 
was that cases of venereal -disease under treat- 
ment in general hospitats and in iflspensaries 
should be reported to the Health Department, it 
-providing laboratory facilities for the diagnosis of 
venereal diseases ^ 

Nothing could have been sharper than the ^ 
c riticism at that time on the ac tion of the Board 
of Health, or more general than the demanci of 
ifie Medical profelsum }Qr the resc indmg oj that 

' action: That was exacti^y what happened with 
regard to tuberculosis years ago, and i ^pent a 
good part of .the winters oj 1898 and 1899, and 
part of 1900 in Albany, trying to present the 
etthctment oj legislatiou which was initiated by 
the New York County Medical -Society for with- 
„ drawing the l^)\\'er from the New York City 
BX}ard of Health to deal Mith tuberculosis at 

all " ^ 

Now the general attitude of the medical projes- 
sion IS part ^f the kind oj work that* they do, the 
fact that a physician is generally .so absorbed in 
*what hr i$ doing, his own work and the -work with 

\ )i/5 jwn\patients, thjt he does not look out ^and 
get aproad view of fhe' sitimjkon as it exists in the 
state, and ^is attitua^s.^t/^^t^'^al attitude, is one 
of obstructipA , Now, i do not venture to -mcitfi- 
tain, nor would I for one mot^nt argue, that the 
.health center legislc^on Which was introduced 
fast year is model legislation, it was the best that 

fx^'e were able tb devis/at that time. The need jor 
it exists. Now; no action Uhuh this Societw the 



Academy of Medicine ^ or the. profession of medi- 
cine kt this^ state may take — nch action of a 
negative kind is goiQg to chan^ tHat ^sitacction^ 
^and if we do not^ change it somebody Islse will 
* take action to meet this condition. . . . 

your Comitia Minora, or some Special 
comrnittee, will study the situatiom ^d offer 
constfucfive iegislation or constructive criticism, 
that is/what we want. But you may be quite sure 
thai the attitude of simple opposition will not 
much longer be effective H 6). 

THE ORGANIZATIPNAL FRAMEWORK 

r . 

* if one exammes the scope of programs and ^ 
problems djsdussed at the 1873; 1897, 1921, and' 
1947 me^^gs of the American Public Health 
Association, it^s evident tf)at the broaftJening scope 
of public: health took place within the established 
fr^ework of federals state, and local health depart- 
ment_j.and their allied volufitary agencies. In 1921vi 
for example, the nesV areas of discussion were 
maternal and child health, health education, and 
industrial hygiene. These reflected developments- 
within the official health agencies. The first Division 
of Child Hygiene had been established m the New 
Yor}c City Htolth Department in 1908» the federal 
Children''^ Bureau ,was created in 1912 (the famous 
pamphlets Prenatal Care, first appeared in 1913), 
and federal aid to the states for maternal and'infant 
welfare began in, 1921. The first bureau for health 
education was organized by, the New York Qty 
Health -Department in 19L4» and the New York 
State Health Department, followed suit in the same 
year. -A' Division of Indiistrial Hygiene and Safety 
was esta\)lished by U.S. Public Health Service 
in 1914, the year that a Section on Industrial 
Hygiene was established by the American Public 
Health Association {17). 

Contrast this. with 'the 1972 annual meeting, where 
it was abunds^Jy clear that the. content, of the 
sessions went: far bfeyond the pro^ams and prob- 
len^s of health departments. This '\% particularly true 
of medical care arid of the^envfronment,^ Not even 
the federal health'services can be said to encompass 

• these areas, -sin^e Medicare' and Medicaid are the 
responsibiliti ofT^ther admioistrati^.*' units, and 
environmental programs ane the concern of a special 
agency, \ 

These discrepancies between traditional organiza- 
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tional forms aiKl the burgeoning content of public 
health have been peraeptivdy descnbed in a recent 
editorial by Dr. George Rosen, editor of the 
American Journal oj kuhUc Health. He writes that: 

It IS <^ear that th\^ iontmainii spenah:<ition of 
public health is ony oj the important jactors 
underlymi^ the malaise and di\arra\ which marks 
it The cent rijugid Vi^ndcmies inherent m spedciji- 
zation could ^he efjec lively controlled cLs Jong as 
the goals of publu health w ere clecirh enxisaged 
within an c^ccepied program, and an mstitutiqnai 
form was available to enc ompassi the diversity of 
knowledge and professional identify which 
emerged with the e\pansu)n of puhhc^'Si^^pi in ^ 
^ the earlier decades of this ccjitUrx. Essentially, 
this mvohed the contcol of bm tenal pollution in 
the 'environment, Uhe pre\ention of c ommunic able 
diseases and c ondition^ produced b\ defective 
nutrition, and th^ \c hievement of these cams 
through an official iiCiilth agency, a liKcil or a 
state health department /'Kjomi^l^niented in \cirious 
w ays by voluntary health c?^nc ie s 

The ac hievement oj these\ims to*a considera- 
ble extent. Jhe emei gem e of n^'wer health prob- 
lems, and the consequent chanj^e m the scope 
and Joe us oj puhlu . health disruptf^d the previ- 
(nt^lx existing situation, and lejt ihe vjirious 
groups of publu hecilt{i workers wnhimhxi^gener- 
' ally accepted integrated program or an^'ifistitu- 
tufual struc ture ihroiiuh njiic h it ^flight be put^itt) - 
prattue in !his^^ituatu)n 'centrifugal tendenc u\ 
of special groups mrve led tif a niultiptu ation of ^'^ 
agenc ie s c cmc erned w ah he-ait^i • problem s . Frag- 
^ meritchiAn whu h appeared earlier m c linu a1 medi- 
^^cme as a consecfuence of spec uil ration is now 
fully apparent^ m publu health Rec ognition oj 
this problem^ has not bc4'n Icukm^, but so jar 
efforts to deal w ith it hcn'e not achieved muc h , 
success. Health senue administration has 
emerged cis a ccjmept. but more than a concept 
IS needed, {1^) 

RapprxKhflpient between the present content of 
public health and its organizational frameivork is 
fully possible only with the est^bhshment of a 
national health semce For J nation which ha^ not . 
yet attained national heakh insurance, however, the 
former is hardly an immediate possfhlity. If the 
precedents set by Medicare are followed in the 
organization of national health insurance-; there will 



be little hope of achieving an adequate strucU»rel 
Instead, we shall be subjected to a financial, as 
opposed to a health service, program; to the 
administrative separation of medical care from pre- 
ventive servic.es; to the excJusion of immunization 
and other preventive procedures from health insur- 

. ance coverage; to the continued dominance of fee 
for service remuneranon; to the use of -deductibles 
and coinsurance;' and to the legal prohibition of 
changes in the health care delivery system. It wiJl 
require maximal public health leadership to prevent 
these outcomes. Perhaps ^Ihe traditional friendly tie^ 
oi the United States with Great Britain and with 
Canada wril be helpftiK for if we are willing to leain 
from the experience of the National Health Service 
m Great Bntain and National, Health Insurance in' 
Canada, we may yet be able to avdid following the 
path taken by most Western Europeaif health 
insurance programs 

The present imbalance betweefl— the content of 
public health and its organizational stru<?<lire will 
eventually he rectified. In the mterinu however, 
there are only two institutions that can bring 
together all of the diverse fields and programs of 
public health into a w.orking unit. For this reason. , 
tbey have a crucial significance in this difficult* 
period and should be treasured and supported 
unstintingly I refer to the Amencan. Public Health 

-lAssociaUon and the schools of public health 



THE SCHOOLS OF PUBLIC HEALTH. 



Just as the Amencan "Public Health Association 
ffa.s grown in terms, of membership, sectijons. and 
scppe of program, so the schooU of pubhq health 
have expanded in number.- the size of student body 
and of faculty: the vanety of types of students, and 
the^breadth and depth of their teaching and research 
programs. 

Unlike health departments, which could not ex- 
pand their scope beyond that which legislative 
bodies would perrnit. the universities have been 
relatively free to. act. -Today, all of the schools base 
their programs oi||t broad concept of public health, 
although., they vary considpably-in their ability to 
Realize that concept. • * 

The reonentation t)f public health and prevenUve 
.^medicine has placed impdhant responsibilities on 
the schools. They have the task, on the one hand, 
of developing further the scientific basis of public 
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health in rew and uififamiliar areas, On the other 
hand, they need to educate the large numbers of 
different kinds of public health workers who are 
now required to organize and administer health 
services for the public. To be efTecuve in carrying 
but both functions, the schools need continuing and 
increasing federal and state financial support. It is 
essential alscNhat they nfiaintain close finkages with 
^the health departments and other health service 
agencies in their region in order that they do not 
stray too far from rcaHty. Finally, Ibey must in 
every caJic be an independent scfiool witnin the 
university, since admmistrative subservience to a 
ftiedical school is seriously restrictive and growth- 
inhibfting. No school of public health should be 
eligible for accreditation unless it is genuinely 
independent. 

' It is curious that not a single one of pur gre^^or 
even small universities has taken the opposite 
position, namely^ that physicians' services are only 
part of the total complex of health services, and that 
the. medical sclipol should therefore be administra- 
tively rcspopsible to the school of public health. I(jt 
this situation, the latter would be iri a position to 
develop policies which might encourage the medical 
'School to educate physicians wl^p are genuinely 
concerned for the health of the public. 

UE^ARTMENTS OF HUEVENTrVE MEDICINE ^ 

/ ^ The depax^ip^^ of 'preventive medicine in the 
nation's medical schools h^ve the most, difficult task 
of 'all. As this review^of the evolution of public 
health and preventive medicine in the United Stated 
has indicated, progress has occurred despite the 
indifference and hostility of most members of tf^ 
^ fnedicai precession. Much of the hostility, of course, 
is a by-product of the fee-for-service method of 
remuneration; physicians .on salary do^not need to 
fear the inrciads of the health department. In the 
medical school, at least for the full-time staff, the 
economic factor is less important because only part 
of the fecuUy members' incomes 'comes froni pri- 
vate practice. However, hostilitjfH^ased on struggles 
for departmental axid personal power Is not uncom- 
mon, while the ipdiffeVence is both real and perva- 
sive. Biggs was eminently correct when he stated 
^that "The general attitude of the medical professiqn 
' is part of the kind of work that they do: the" fact 
that a physician is generally so absorbed in what he 



is doing, lus own work and the work with his own 
patients, that he does not k>ok out and get a broad 
' view of the situation as it exists in the staJb, andiSs 
attitude,- the natural- attitude, is one of obstruction,-' 

It follows that a major task of departments of 
prevenUve medicine is to undertake research and 
provide efifective^teaching in epidemiology and 
' health service organization, not only because t^s is 
an important part of the scientific, and medical 
background of medical students, but also) so that 
/(hey may "lopk out and get a broad view of the 
situation" in ^hich they ^ physicians wiU secveHhe 
public. Anoth^ important tasTc is to bring those-- 
students- who are strongly motivated tqvyard t>ublic 
service, into the fielcf of pubiie^lealth; each,iiew 
gen^ratipn needs^t)e encouraged to bring forth its 
Stephen Smiths, its Charle§ Chapins, its Joseph 
Goldbergers, its Hermann Biggses, and- its Joseph 
Mountins. 

^ The vability to meet these responsibilities cannot 
be achieved by reliance on budgetary support from 
the medical schools;'^the indifference is too 
Yet federal grants were not made* ay^labtfTbr the 
teaching ot preventive medici^--afftif the middle of 
the last decade. Injnjr^pr^sidential remarks \^ the 
Associatiori^ Teachers of Preventive Medicine in^ 
noted the curious paradiwc that white the 
Public Health Service was granting federal subsidies 
to all medical scliools for .training^ in a number of 
special fields, no siich provision was made for its 
own" field of%)ublic health des^jr^He shortage of 
medical candidates for public ji^th cancers and the 
woefully inadequate budjfets* of departments of 
preventive medicifie. Ir^^^ my judgment 4hen that 
"What is needed — ancT needed now — is an'^adequate 
preventive medicine trtu^ng grant for every medical 
school in the country," (19). Today thatpudgment 
remains painfully valid. ' 

, Any realistic appraisal must reco^ize' that the 
departments pf preventive medicine, bif^n witli such 

^ aid,' will be in no position to ntuster |he^ fesouJtte 
that are available to the schools of public health. 

growth in, the number of these schools and the 
improvement of their geographic Cbverage make 

. possible the development of regions ii;^ which each 
school of public health can relate effectively, for 
mutual benefit, to the surrounding departments of 
preventive medicine.. Let us hope that sucJ-i modest 
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attempts at reiio'nalization will not suffer the fate of 
their more global predecessors. * 

Should Jf^'ey be successful, these programs to 
strengthep^/departmems of preventive medicine m\\ 
-be helpi^l but not decisive This was deafly 
yhdfif^ood by Stephen Smith, wjio.^dvof ph]|si- 
e><&ns in 1873 that 'the customs of society h^ve 
sadly misplaced their duties,;' and that not only 
must the medical sc;hools .incorporate sanitary ^i- 
ence. in their course of, study but '*the custom' ot 
society must be so changed thawthe physiciai is 
^ Employed to prevent rather than Wcure diseases 

(/): * \ 

% It is the custom of society that needs revision. 
Nothing less than the complete restructuring of 
social custom in health— including both' organiza- 
tional and conceptual elements— will make it. ^>ossi- 
ble to i:ealize the primacy of prevention which 
Stephen Snuth advocated. Thiris a consummation 
devoutly to be wished; tojgain it re^utre years 
of work and change. ; 
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DISCUSSION \ 



Wurren W inkelstein\jr 



Terns has provided, us wrih a stimulating and 
provocative review of the public health movement 
in America from the establishment of the Amen- 
can Public Heallh AsstK'mtion (APH^A) b> phvsi- 
cianV^^^terested pnmanlv m preventive medicine 
"^o Its present multidisciph'narv and multidirec- 
tional state He has shown- how the organized 
component of the movement mteracted witn or- 
ganized medicine and how the social c^ompcments 
of medical s^are w.ere incorporated into public 
health Finally, he has suggested that achievement 
' of the goal of primacv for prevention will depend 
upon the basic restructuring of sociaL customs in 
health, and he has challenged the schools of 
public health to continue to provide leadership 
this area and for departinefits of preventive medi- 
ciile to introduce this philosoph> into clinical 
medfcine I should -tike to add fo Terns' recital a 
few ^comments on sortie parallel developments 
which 1 believe support his Inte^pretat^ons and 
conclusions * 
^ The 1830s and 184()s were turbulent decades in 
Europe with many social reforms suggested and 
some actuaHy implemented In England m 1848. 
Chadwick completed his monumental Report o^f 
the Poor Law C(mimis signers which proposed 
radical measures designed to improve the life of 
the laboring classes. This report relied 'Tieavily 
on mortality statistics and morbidity testimoniaU 
to justif^its many, recommendations. Chadwick. 
sometimes called 'the most unpopular 19th century 
Englishman, arranged for the pnntmg of 200. (KKK 
xopjes of the report It w-as. therefore, highly' 
probable that copies were quickly shipped to New 
England for distribution through Boston book- 
stores One of the most prominent booksellers in 
old Boston was also the founder of the* American 
Statistical Association and was himself a maq of 
unusual abilities I refer of cours.e, to Lemuel 
Shattuck, whose report for the Massachusetts legis- 
lature pi^bhshed In the e^irly 1850s. provides a 
prescnption for a mixiern health service which is 



" almost comprehensive erfcugh to me^t Tern's' ad- 
monition for a rational health service If one 
examines the Shattucfc report in the light of the 
previous Chadwicic report, even to the title page, 
one will be amazed at the simiianty and struck by 
the realiz^ition of the import whjch English sokl 
reform had i)n the development of American public 
health policy. *Al any rate, I would hypothesize that 
dunng the late 19th century, American medicine 
was far more receptive to^^ocial concerns than it 
would be after the advent of^^the^ bacteriological era 
and the so-called reform of^American medical 
education Thus, the ideas 'incorporated in the 
Shj^ttuck report would- have. found sympathetic ears 
among many enJightenCd physicians, x^ong whom » 
would probably number the founders of t^ APHA, 
J^Tiowever, as bacteriology began to indiis^te that 
many diseases had a "single" cause? the ecologi- 
cal approach to disease preveiHjon was deen^ji^ha- 
sized. Furthermore, after the Flexner report, AmW- 
ican medical educanoTTplaced incr^sing e'mphasiV 

• on the "science"' of medicine and the pragmatic^ 
practices of the physicians, which v*^ere called 
"art," and which we novy are begmning to 
recognize as psychosocial understanding, were 
deemphasized. This led*to a further isolation of 
clinical medicine from soci^ contact and concern. , 
Incidentally, I think the failu>^ to include a social 
and preventive medi<Jine comp^'n^t in the^ model 
medical schoNl wa^ sin\ply a C2ulu>;e tc\ rulty read 
and understand the Fkxn^r*f?epo^ \ \ 

Nevertheless, in the late 1920s, th^^Amehcan 
Medical Association, in cooperation w^h otiw 
organizations, commissioned - the Co/nmiitee on 
the C'ost^of Medical Care (CCMC). The CC^C. 
uncf^r' the chairmanship of a very prominent 
physiciah. Rely Lyman Wilbur, President of the 
AMA, completed in 1932 the J8 v^olumes which \ 
provide the prescription fbrjjHJch of what we now 
view as progressive medttal care organization. Of 
course, the repdrt of the. CCMC was anathema to 
most of organized me^dicine, ^ut it w^s the 
reference point for the unsuccAi'Jful efforts 4o 
organize a national health servic^e during the 
Roosevelt and Truman administrations of the 
I94()s and-^arly 1950 

There seems little doubt that the sociaf legisla-^ 
tion of the Roosevelt adminfstration plus^^Tlie' 
enlightened leadership of people like Thomas 
T'arran and Joseph Mountin s^rheaded the rein- 



\ 



ERLC 



M'Academu Relationships and Teaifun^ Resounes 



iroduclion of social concern into medicine. The. fact 
thai organized piedjcine had lo confront the new 
ideas so, often forced it to eventually attempt to 
understand thent' While .this is a tregiendous over- 
simplification. I think there is good reason to accept* 
thi5 hypothesis. 

However, even itait^nized medicine accepts 
the concept of 'social responsibility for medical 
care, the recognition of primacy for prevention 
^ must follow the realization that the provision of^ 
'medical care is largely unrelated ^ to the health 



status of the population. This truism was apparent 
to Hippocrates, to •Frank, to Chadwick. and to 
Shaltuck. buf^is rejected by most practitioners 
and the public who have been led to believe they 
are giving and getting healtij^^c^ when, indeed, 
they are getting (sometimes) medical care. . 

And so. w^. return to a consideration of our 
jomt roles and responsibilities in providing the ^ 
education and training for those who would 
concerrv themselves with* th(2 social aspects of 
health and disease. 
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DEPARTMENTS OF PREVENTIVE 
MEDICINE IN THE U.S.A.:. PAST, 
PRESENT, AND FUTURE 



Robert L Berg 



The development of departments^ of preventive 
medicine has be^n characlenzed by great vanability. 
^ mainly of two kinds* between departments and 
within departments over lime It ^ a result of forces 
to which all medical discipbnes haV^been exposed, 
biit the consequence for^preventive Tnedicine has 
been largely a different set gf respop«^ e'xperierfced 
by other disciplines and often /Com p^nWory^ to 
them. It can be seeu. as an exiimple. :n tne results 
of' increased specialization ^ter World yVar IL. 
aided by th^ rapid growth /in federal fuW for 
research. Most fliedfcal discipiines offered less com- 
prehensive care, and some ^hdrew to laboijatones 
and specia^ si^jf "iinit$> This shift created a vjacuum 
in the 'arei ofi^stitutional provisipfi of comprehen- 
sive h^li cai?^ y/hich then became^he responsibil- 
ity of s^trfe dep^tm£nts of preventive medicine 
when newly cr^atedi^dr diverted from^other func- 
tions , ' ^ 

EXTERNAL FjORCES 



The major forces o''r\^v^nts *which have shaped 
the roles and activities of^kpartments of preventive" 

. medicine include the following: 

A. Qjptrol of Infectious Diseases. As Terns U) has 
pointed but in this conference, organized public 
health, as seen through the annual conferences of 
the American Public Health Association, was pre- 
dominantly concerned with infectious disease, from 
the latter part of the nineteenth century into the 

V. 1930s. Departments of preventive medicine reflected 
these. concents in their teaching and research activi- 
ties. There was a need to instruct all phx^icians in 
the principles ©f proper sewage disposal and water 
supply m the- penod before these* activities were 
highly institutionalized. A lar^ majority of the 
population lived wrthout common 'sewage disposal 



and there was much concern for the proper relation- 
ships of the well and the privy. As the migration 
from the farm to the city grew, and as institutionali- 
zation progressed, it was recognized that only a few 
• of the products of medical schools would be 
concerned with v^ter supplies and sewage disposal. 
The growth of schools of public health provided a 
setting in which those physicians who woyld have* 
interests and responsibilities in theses^reas could be. 
trained. Nevertheless, infectious-disease research 
continued as a major strength arfd pr^ominant 
concern in many departments o? preventive medi- 
cine. Indeed in 1960/ infectious-diseasfe fesearch 
accounted for 38 percent of projects in departments 
of preventive medicir.e (2). ^ 

The success of imrrTtK^ization programs further 
reduced the impacf of irubctious disease, and, 
particuJariy during the 1920s and 1930s, there was a 
considerable tendency for ipmunizations to be 
viewed"as a public health responsibility under the 
jurisdiction -irf health departments.^ In the 1940s the 
development of antibiotics led to* new efforts in 
disease control. , 

In addition to continuing concern fcr infectious 
disease cofitFol, new enei^es were directed to other 
areas of community health activities, as pointed Out 
by Terns (/). including chronic disease, maternal 
and child health, mental health, and health care 
delivery. This was evident in LeavelCs C?)' report in 
1941: 

There have been thr^ developmental stages in 
teaching preventive medicine io medical students. 
First, the bactenologic and sanitary advances of 
the. past 100 years were presented. This was quite 
often done as a sideline by the professor of 
bacJ^ology. Then, as, public health advanced, 
many deans felt their students should b^jgkf^[med 
of the progress underway. Local, state or federal 
health officers were called upon to teach, usually 
on a part-time basis, and at small cost to the 
medical schools. These health officers and their 
bi&eau heads generally presented their subject in 
nrrdre or less technic ql terms, giving little thought^ ^ 
to the Act that fe^- medical students wou^&j^^^.^,.^..*^ 
becoti^^public health specialists In recent yeafs 
the tendency has been to rec ognize that most 
students would becomf' practitioners of medicine, 
and to teach prevention, positive health, construc- 
tive medicine, eubiotic medicine, social medicirte, 
however one. chooses to define it. Efforts are 
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being made to 'omentrate more upon a kind of 
teac fling which students can readily see applies to 
JVieir future practice. This requires fuH -time teach- 
^|rs thoroughly 'irtjormed, not onlx about public 
health and preventne medicine, but also oj 
progress in medic ine ^^ene rally . Emphasis is beir^ 
placed upon the Social problems which accen- 
tuate ds well as c ause ill health, and on the 
commi&iity dj^fenses erected or needed to combat 
such difficulties J' - - ' 

B. The After-Cflects of Military Medicine in World 
War IL ^Whatever the mililary-and political conse- 
quences 'of the war may have been, one result was 
the exposure of a large majonty of the young men 
of this nation to a program of comprehensive health 
care that was prepaid, without deductibles or coin- 
surance* and that covered much of the health care 
tof their families. For many. especiaUy for the poor, 
this was the first exposure to readily available health 
care.* conveniently situated, and provided without 
much evidence of bias. It is not clear that the latter 
statement is in fact valid, and it is regrettable that 
there are ijot more data on this point Nevertheless, 
this expenence undoubtedly had much \o do with 
.the now prevajent notion that ^ery citizen has the 
right! to free medical care. 

N The physician (and most younger physicians were 
in the armed forces) was also exposed to prepaid 
healtJ\ care for whrch he received a salary ^For 
many it .was undoubtedly' a revelation that under 
such circumstances physicians did a committed and^ 
responsible job. Nloiabte also is the fact that many 
newly graduateji physicians received ^at least a part 
of their education free, in addition to living ex- 
penses, y return for a commitment to about 2 years 
of servi(^. Subsequently, this program became the 
model for government support of the -costs of 
medipal education m return for latet service 

The medical officer i/i the armed forces^ was 
usually responsible for a defined population, a group 
^ of n>en for whom he had a general and often a 
comprehensive responsibility. This may have been 
^ ' the first situauon in which many physicjans clearly 
identified to therr^^ves a^piilation for which they 
.were responsiWj^ W>t oisd^ sick call, but also for 
the public heafflS^se^MU^^ care was being 
provided. For me^d^a^^Bncers on ships, with field ^ 
units, or for famiiie^W^a fixed base, the physician 
had both the opportunity and responsibility to be 
concerned, not only about clinical disorders'^ but 
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also about the prevention of situationssJhat exposed 
his population to risk An some ca^es he %as 
assigned to a specific public he^th responsibility, 
and, just as m the aftermath of pther wars, many of 
these phy^ians took Up puWic health assignmeaits, 
with a number of them going into departments of 
preventive medicine. 

For many medical officers the war ^s their first 
experience in having to allocate scarce resources, 
particularly at time* of crisis. The basic military 
fjpncipte of keeping th^ maximum number of men 
on duty was exquisitely evident at the time of a 
kamikaze attack. In normal circumstances, a physi- 
cian would have a clear responsibility to spend his 
time with the most severely injured; but during 
attack. It was important \6 keep as many men at the 
antiaircraft guns as possible. As a result, physicians 
were faced with the necessity of .giving first atten-. 
tion to those with minor injuries. Due to the lack of 
optimal resources, there were other circumstances 
when they v^re faced with painful decisions as to 
which patients to evacuate and what amount of care 
to provide a senously injured. patient before evacua- 
tion. The use of optimization techniques was long ^ 
delayed in medical care planning, and has only now 
begun to show ilself conspicuously, but these 
wartime experiences were an important breaking of , 
the ground 

The Impdct of Increased Research Funds. The 

rapid growth in support for research following 
World War 11 had a profound effect on all medical 
school activities. Prior ta this time, funds" for the 
support of medical school departments had flowed 
through the dean, who could pjan ath appropriate 
division of activity and responsibility. With the 
appearance of e^itemal research funds,' individually , 
applied for. the growth of medicaj, school depart- 
ments became more dependent upon the vigor, 
academic standing, and entrepreneurship of an in- 
vestigator or departmental chairman than upon an 
overall school policy oq program* Since most nnonies 
were categorically^ oriented, departments with a 
more general concern. --such as preventive medicine^ 
were required to work in categorical areas in order* 
to obtain research funds. Proportionately fewer 
rese^h funds flowed into depgeiments of preven- 
tive medicine than into other departments. Iri 1%3. 
only 1.4 percent of U.S. Public Health Service . 
grants went to departments of preventive medicine 
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.Dunng the penod between 1950 and 1970. 27 
percent of the total output of United States' medical 
schools was diverted to th^^ increase m faculty 
positions and Fesidency training programs In this 
periods' when 162.603 students were graduated (-^1. 
full-tinne facuky positions increased from an esti- 
mated* 9.000 to 28,099 (5). and the number of resi- 
dents in training increa^d frorn 14,495 to 39.463 (6)- 
This .diversion greatlv reduced the expected incre- 

"^ent m- practitioners, and those that chose to enter 
practice incteasmgl) headed for careers m specialty 
medicine In this was the ongm of a defjciencv 
which subsequently became an important p<.)htical 
and health care issue At a relativelv early stage, 
deans and t)ther medical leaders rec^o^nized an 
imp<.)itant gap appeanng in the preparation of medi- 
cal students and voung phvsiciilns. thev attnhuted 
this gap to a lack of serhsc of responsibihtv for 
comprehen?>ive health care needs 6f patiehts Since 
the beginnine of the clinical clerkship as a revolu- 
tionary development m metlical education, almost 
exclusively an m-hospital experience, there had 
been tKe risk, that the extramural needs of patients 
would-be overlooked The evolution of social 
casework and the di^v elopm<ent \)f social work 
rounds in medical education had countered this^ 
^ trend to some extent, hut wMh the development of 
an mcreasinglv specialised faculty and admiru^tra- 
tiv^tructure in medical schools, the comprehensive 
needs of patients were generalK overlooked [de- 
partments of preventive medicme were expected to 

' cope with l4>s gap 

increasing specialization had the corollary eflfect 
of little interest in meeting general medical responsi- 
bilities, particularly Aithin the area of ambulatory 
care Specialists largely confined their attention to 
patients referred for specific problems and increas- 
ing specialization of the out-patient clinic took place 

- This made it difficult to man the clinics and provfde 
continuing care to patients with general medical care 
problems, although m many institutions service in 
the clinic remained the qnul pro quo for staff 
membership. With increasing specialization there 
^re insufTicjent personnel for the general medical 
and pediatnc clinic^and for their supervisK)n, and it 
became a common responsibility for departments of 
preventive medicme to fill the supervisory^^ijnction. 
often assuming overall coordination t)f respo)nsihility 
for both ambulatory care and teaching However, in 
many institutions, departments t)f medicine and 
pediatrics retained these responsibilities 



Initially, rehabilijtahon was seen as a portion of 
comprehensive care of patients that did not fit 
neatly into a specialty category, and it was some- 
times assigned to the department of preventive 
medicine University health services also offered 
opportunities for studying the* comprehensive care 
of students, andjn many schools this too became a 
jeslx)nsibility of preventive medicine. 

(^oncem with meeting comprehensive ccwe needs 
was on^nted to individual patients. It was a farmery 
from the movement that developed in the, 1960s' for 
the organizat.5)n of comprehensive health care sys- 
tems An occasional voice was heard insisting on^ 
more compreh^sive health care coverage in financ- 
ing, beginnyig with the ScKial Secunty Act of 1935, 
in which health insurance was almost included 
Dunng the 1940s, the Murray -Wagner- Dingle Bill 
rnaJe health insurance a national issue, and some 
departments of preventive medicine were involved 
in teaching about these matters at an early stage 
For others, the f(K us was on the comprehensive 
health care needs of individual patients This led to 
emphasis on discharge planning for patients, the 
needs of patients after leaving th^ hospital, and the 
con|ributions that could be made by community 
ageCicies There was* little* medical ^hool involve- 
ment m the expenments in New ^ York and. on. the 
West Coast with comprehensive prepaid medical 
care, although Net^ York Universfty for a time 
spi)nsored a Hospital Insurance Plan (HIP) group - 
practice, which later was forced to seek other" 
auspices due to pressure from medical alumni 

During the 1940s and 1950s there was a mush- 
rooming of voluntary heafth agencies which were 
'categoncally oneoted to the control of such diseases 
as cancer, heart disease, multiple sclerosis, alcohol- , 
\m. mental retardation, etc There had been a long 
"tradition of such agencies (witness the American 
Tuberculosis AssOciatron.^e Gunn and "Piatt) (7) 
which long had been active in promoting disease ' 
ct)ntrol through increased public funding as well as 
voluntary contnbutions In many instances volun- . 
tary 4gencies provided direct patient service, partic- 
ularly case finding. st)cial service', and health educa- 
tinii By the early 1950s, however, there was a 
tendency to move away from direct service and 
stress instead the support of research and public 
education 

The availability of services fnijm^these voluntary 
agencies has vaned considerably from one commu- 



ERIC 



\fi/Academu Relationships cmd Teui hing Rvsoun e\ 

nity to anather, but m many mvtances, these 
services significantly supplemented the care availa- 
ble from other sources. Indeed, the development of 
such agencies can be vieNved as a response lo gaps 
in the health care system Departments of preven- 
tive medicine, in teaching medical students about 
the comprehensive care of^dividual patients, often 
found It useful to acquaint them with these agencies 
and their services, and not infrequentPy involved 
students in special agenc;>; projects^ 

D. Federal Legisladon. The failure lO enact na- 
tionat health insurance in the 1940s undoubtedly 
exaggerated th^ effect of the monies poured into 
research, in that, national health insurance \\ould 
hav^ created >^ demand for increased numbers of 
primary care physicians, while categorical research 
mojjies have tended to increase the number of 
_ specialists. The passage of Medicare. Medicaid, and 
Regional Medical Program legislation in l%5and of 
the Comprehensive Health Plar^ning Act m 1966 
had additive effects. Increased monies for health 
care for the aged and the poor strained the medical 
care system, and brought' to light the fact lhat even 
with monies offered tor services, many of the poor 
had difficulty in obtaining personal physicians or 
personalized or dignified care m instituti(^al set- 
tings. The rapid rise in health care costs, which was 
partly responsible for the legislation, created in turn 
a new popular pressure for protection against cata- 
strophic costs. 

The advent of cofnprehensive health care plan- 
ning agencies offered a special opportunity fo^ 
academic programs to become involved in planrrtng 
and eval^Uon. but many of the planning agencies 
wer^ by chance or accident remote from geographic 
or psychologic identification with medical school 
settings These agencies often lacked authonty to 
act effectively, and in many instances were so 
preoccupied with inrirnediate politKal problems that 
there was little attempt to exploit advanced tools of 
nmnagement or decision making. Some departments 
of preventive medicine did become acyvely involved 
with planning agencies, but there was uncertainty Qn 
both sides. > The planning agency, for its part, was 
dht to question the ability o^he university to be 
l4sponsive to public need. Universities, on the other 
hand, were reluctant to be thrust into policy making 
for which they would bear^ responsibility, as decision 
makers rather than as investigators In spite of these 
problems there were great opportunities for depart- 



ments of preventive medicine to pJay a significant 
role with planning agencies. They\ often provided 
much needed 'expertise in epidemiofogic. administra- 
tive, and health care fields 

By contm^. the Regional Medical Programs, . 
which had Seen seen as devices for helping the 
diffusion of knowledge from th^sjnedical center to 
the community, moved in (!ategoric4^irections, and 
only in their later evoliitionv^ere aimed at improv- 
ing health care delivery. In any event, departments* 
'of prevemive medicine were faced with increasing ' 
involvement in problem^^of health care delivery, 
lack of financing/ and needs of deprived segments of 
the population, such as the aged and the poor. A 
concern for patients in settings outside the acute 
general hospital, and a relanonship with outside 
agencies, led to the involvement of thi^epartment 
with chronic disease hospitals, home (iWf inner citjfc^ 
populations, and Amencan Indians. 

Legislation that supported mlhpower training, in 
public health provided significant support to xippart- 
ments pf preventive medicine. espeJMly in the 
development of graduate training programs. The.^ 
stimulating effect of 'graduate students on research 
and teai:hing was/ coupled with the preparjOiA of 
specialists in various preventive medicine dTscH 
plines Sucnmer programs for medical students con-^ 
s^derably enhanced their exposure to community* 
health-projects and the skills needed for such work. 

E. Student Unrest in the Late l%dlrThe vyave of 
unrest that appeared on coHege campu^s lAd its 
parallel in medical school^. While there also was 
much enrlpha^ on the unresolved war in Indochiij^* 
^- much df the concern was oriented around unmet 
medical care needs. Since this was an area that had 
been assigned to. or been absorbed by. departments 
of preventive medicine, it was not surprising that 
* many student movements interacted with a home 
base in depahments of preventive medicine, tn turn, 
they stimulated ^ch departments to efforts and 
acUvities that otherwise might not have been i^uti- 
ated. Many free clinics were student sponsored. 
Students were a potent force for awakening medical 
faculties to the unm^t needs of inner city areas 
particularly. "Organizational activity took place at a 
national level, not onl^' among medical schools but 
between disciplines. National student groyps (Stu- 
dent American Medical ^Association and Student 
Health Organization) supplied students^ from medi- 
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oine, mirsing. dentistry, pharma9y^, and social 'svork 
wQck together in certain of these free clinics, 
s was a further contribuUon to tie evolution of 
interdisciplinary health teams.*' It is mteresling to 
note that many of the studertt leaders in these 
activities in sub^^uent years became Ittiders of a 



-While there is advanl^e to flexibility- in rolje and 
title, this has also leg to difficulties in promoting the 
bei< interests and needs of the discipline since not 
all educators, legislators, or civil servants perceive 
the features in common among these ^riously titled 
departments. A* to the advantage of initiative for 



movement toward family medicine as one'approa(^h.^ changirtg its* se* of responsibilities, such a depart- 
to- the scarcity of personal physicians It is impor- .ment by definition becomes an agent for change 
tant to recognize that family medicine is a genuine'^^'^withm the university and community and is more 



mo>^ment and ^ot ^jerely a form of replacement for 
general practice. Although there is a concern for 
overall needs of patients, this i5» coupled with a 
dfpiand for higher quality in getjeral care and 
improved tools ^ communication and management 

F. 'Ifae Resurgence of. Familv Practice, it is 
difficuir to' sort out ^he influences which led to this^ 

♦) movement. decline in the number of personal 
physicians, t* political pressure resultmg fhere- 
from, the willingness of state and federal legislative 
•bodies to allocate imonies for training m family, 
practice, the Activism resulting from student unrest 

* alFhav^ played a r9le. ^The movement is still in its. ^ 
infancy and emphasizes getting a job done While 
there has^etftittle attention to research, there are 
indication^ that more rigorous planmhg and evalua- 
tion are under way From the beginning, family 
^practice spokesrhen have been concerned about 

P adequate patient records, and they were among the 
early advocates of the problem onent^d^record In 
addition, they have developed registncs of diagnoses 
and, complaints so that a substantial body of ambu- 
latory care matenal is becopiing available. 

G. T\m Cfcsfc of Identitv. Thefcontinuing emer- 
g^ce of new respon ibilities — the migration from 
public health to colnprehensive health cate for the 
individual atid on to the organization and evaluation, 
of health care delivery systems — reflects considera-^ 
ble flexibility and resiliency in departments of 
preventive medicine. This accounts in pjart for the 
conceijg with the identity of such departments, their 
unique responsibilities and skills, and where they 
are going. No oth^r discipline has expenchced so 
rapid a shift in responsibilities and activities One 
sign of changing responsibility and febus is to be 
'found in the titles of departments (Tabl^ I). By and 
large, the change has been in the direction of 
substitution pf the term "community health" for 

preventive medicine,*' 



prepared to deal with new demands or drcumstan- 
ces than other departments. While it presents gra\e 
problems, this status off^ers great opportunities. 



TABLE 1. Titles of DepartmcnU of Preventive Mcdictee in the 
United Sutes * 



Title 



Number of Instances 
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1 y f i-— 1 -J 


Preventive Medicine 


29 


— ' — « — 


Preventive Medicine and Public 


17 


-» 


Health 


/ 


Pafchc Health 


7 


2 


Pubhc Health and Preventive 
Mcdicrne 


6 




Preventive Medicine and' 
Community Health 




5 


Community Health 


2 - 


5 


Communitv Medicine 


1 ' 


20 


Community and Preventive 
Medicine 


0 


3 


Communiiy and Family Medicme 


'0 


2 


Communilv Hej^lth and Preventive 


0 


r 


Medicme 




Lpidemtology dfnd Publiy Hei^th 


1 


2 


hamily and Community Medicine 


0 


2 


Preventive and Comrrynity 
Medicme 


0 


2 


Preventive and Social Medicine 


0 


2 


t'nmmunity Health and Medical 




1 


Practice 






Knvironmental Medicine and 




I 


* Cornmunity Health 






hpidemiology arnJ Community* 




' 0 


Medicine 




Hygiene and Preventive Medicme 




0 


induiitnal Medicine and Hygiene 




0 


Preventive Medicine and 




0 


Administrative Medicine 




Preventive Medicine and 




0 


Environmental Medicine 




Preventive Medicme and Genetics 




0 


Preventive . Medicme. and Industrial , 




? 


Health 
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TABLL I— coflHntKHl 



\ijmhct ot'lnslwncCs 



4:i 



Fillc 

Preventive Medicine and 

Rehdbttitation 
Social and Preventive Medicine 
Tropical Medicine and Hygfene 
Vffology and Epidemiology 
Biostatistics and Bpidemu>tugv 
Community and Environmental 

Medicine % 
Communiiy Health and hamMv 

Practice 
Community Health and Social 
f Medicine 

Community Health Practice 
Communitv Health Sviences 
Comrnuniiy Medicme anU He^lt^ 
^ Care 

Communitv Medume ami 

Intematiorul Health ".IX 
Community Medicine and ^• 
• Health 

Environmental and Co/nmunKy , 

Medicine * .* „ , ^ 
Environmental Health 

4 

Lpidemioltig^ and h nvironrrlental 
Health 

Family and Community Health 
■ Family Meditme and Communitv 
Health 

Family Practice and Community 
Health 

Health Services hducalion and 

Research 
Human F.co'ogy 
Preventive \Jedicine and 

Comprehensive Health C are 
Preventfve Medicine and 

Environmental Health 
Public Health and Epidemiologv 
S<Kial Medicine 
Tropical Medicine and Public 

Health 

Divisions (including specialties 
without organi^tionai autonomy^ 

Schix)ls of Public Health 
responsible for teaching 

No department (including K ncv^ly 

established schtwis*) 
' Total 



•Shcpard. W^and JG Roney. Jr I9M The Teaching of 
Preventive Medicine in the United States^ Milbank Mern Fund 
Vol XLll. No 4. Part 2 (XtQber - ' . ' 

•"From the 1972-73 A A MC Directory 

^In two institutions there were two separate departments 
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0 
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n 




94 r 


113 



Titte$. of iHpartntents of Prr 'enttve McdMne tfi Canada 



Tifk 



Soual atid Preventive Medicibt ^ 
Cor^munily •Medicine 
Pre^'entive Medicine ^ 
Clinical F,pidemiology and Biostatis^^i 
C ommunity Health and h^idemiology 
Community HeaWh Science 
Epidemiology and Health 
Egidemiology and Preventive Medicine 
Health Care and Epidemiology 
Preventive Medicine and Public Health 

No departments 
lotal 



Number^of 
Instances 

1972-73'' 



THE CHANGING SCENE IN DEPARTMENTS OF ^ 
PREVENTIVE MEDICINE 

A. Personnel aAd Budget. As with all academic 
departments, t+ie availability of peseai-ch and training 
grants led to a substantiaLincreasq in budget dunng 
the 1950s and l%Os. Leavell (J) reported m 1941 
th&t 55 percent of the m^c^al Schools had one or 
more"'full-time faculty .membjers in preventive medi- 
% cine This number had not increased sdfbstantially / 
1952. when the Colo^do Springs Conference (5) 
Vutfid in ^ schools an ave/age of 1.4 to 3.2 
members v^ftTi a range of 0 to 19 and a median of 
betu'e'en 1 ari^j 2 faculty members. In 1960. Leymas- 
ter (9J||^urveyecl selected departments of preven* 
v^ve medicine there were 272 full-time professional 
faculty piembers. with an average of 4.7 per 
department Four departments had no flill-time staff 
members. Fifteen percent of the full-time faculty 
received half or more of their salary from federal 
sQurces. and 19 percent received some ba^ salary^ 
from the federal government. By 1964. Shepard aAd 
Roney (/(?} found a range of 0 to 29 members in 7^= 
schools with a mean of 4.8 members. Eighty-eifeht ^ 
percent of the departments now had one or more 
members. Of these 78 iJep^rtments, 39 percent had 
physician faculty merfiBers only. Ent?wisle (//) ob- 
served m 1968 that 64 reporting departments had an 
average of 8 budgeted faculty posts. Two hundred 
and. twenty-one were full-time physicians, but 63 
posts available for physicians were unflUed. There- 
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were 176 nonphysician faculty members, ajid 31 
unfilled posts for nonphysician faculty members. 

There was a delay in increase in size of faculties 
in departments of preventive medicine, for 3 large 
increase had occurred in most departments pnor to 
1964. Some indication of this can be gathered frofti 
budgetary figures. In 1944, Mustard {12) reported an 
average departmental budget of $5,700 which repre- 
sented 3,4 percent of the average medical sch©ol 
budget. 

In 1%0, the Association's CommTtlee on Re- 
search and Tiaiflittg ich'^.fcd by Shank) if 3) re- 
ported on the results of a survey with responses 
from 65 to 83 departments. Schools of public h^^lth, 
even though providing the teaching obligations of a- 
department of preventive medicine, were not in- 
cluded in the survey A total of 250 research 
projects were reported at that time with support m 
excess of $5 million (or an average of 577,000 for 
the 65. departments).' Of this amount, 69 percent 
came from governmental agipncies, 12 percent from 
private foundations, 8 percent from industry, and 
2. 3 percent from within the medical school. 

By 1963 <2) a breakdown of monies distributed by 
the Public Health. Service and voluntary ^ericies 
indicated that 1.4 percent of Public Health Service- 
grants were assigned to departments of preventive 
medicine (a tot^ of $6,3 14,30 1) This was repre- 
sented by f83 gr;2(nts In acjdition, 19 grants had 
been received from v,oluntAry agencies amounting to 
$472,00(5. At that ti me only a third of the depar^ 
ments had training grants. More significant informa- 
tion was available in the Entwisle report (//) of 
1968. Information from 64 schools at t^ time can 
be tabulated as follows. 

Univefsity 



Research 
Grants 



Training 
Grants 



Median 
Mean ' 



$.23,572 
$125,280 



S24.500 
$46,0 f5 



$62,990 
$9L664 

The unfversity monies^ the average represented 
only 1.8 percent of the medical school budget. 



Number of ScKpqIs 
Separate Department 
Combined Department 
Other or None 
Sch. Public Health 



1944 

^78 

46 (59^) 
?5 n29f) 
7 ( 9C7r^ 



Thirty-nine percent of the departments had no 
research grants and 3Q percent had no trainmg 
grants. The average departmental budget ^in toto 
amounted to $263,000 

While utiiversity contributions had increased ab- 
solutely over the years, in 1%9 the departments of 
preventive medicine accounted for only 1.8 percent 
of medical school budgets, while in 1944 they had 
accounted for'3.4 percent. In 1972, the Association 
of Amencan Medical Colleges made a c^^st alloca- 
tion study {14). Twenty-two medical schools wete 
used in the calculations of a rtiean and median 
percent of the school budget assigned to preventive 
medtcine. -These schools were Tufts, Iowa, Illinois, 
.MediCal College of Wisconsin, Duke, Ohio Slate* 
Case Western Reserve, Missouri, Alahriiia, Mount 
Sinai, State University of New York — Syracuse, 
Vermont, Georgetown, University oi California, 
Kansas, Albany, St. Lotfis, Hahnemann Creighton, 
Nebraska, Medical College pf Pennsylvania, andi 
Arizona. Although the fiscal years studied vary 
among the schools, ^aTTamounts have been adjusted 
to^ 1972 dollars. The percentage tor preventive 
medicine ranged from a minimum of l.Otpercent Ic 
a maximum of 8.0 percent. The mean was 2.0 
percent as was the median. , . . ' 
• It would be interesting to know whether this 
rather small support for preventive medicine reflects 
-a^tt*eferentiai conscious decision by medical school 
adaiinistrations to favor other departments. The 
major growth in department^ by 1969 was in 
research grants and fo a lesser extent in training 
grants. It may be speculated that the somewhat 
delayed grovCth m department budgets was related 
to the .effects of ntw types of training grants 
available through Public Health Service manpower' 
programs and through various kinds of community 
programs in wliich departments of preventive medi-. 
dne was especially involved. 

B. Administrative Structure. There continue to be 
some medical schools without formal departments of 
preventive medicjne. 



~ 195 i 

54(165.1%) 
21125.3%) 
3(3 6%) 
5 ( 6.0%) 



1964 

92 

71 (77:2%) 
8 \ H.l^c) 
13 (14.1%)' 



1972 . 

1 1.4 

90 (79.0%) 
7 ( 6.1%) 
10 ( 8.8%) 
/7 ( 6.1%) 
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No substantial study has beert made of schcx'»ls 
that do not have departments of preventive medi- 
cine. Most are new scIkx)1s that do not have, as yet» 
a fully developed academic pn.5gram In seveh 
schools there an^ combined departme/its» and only 
three established schools hai'e at present no identifi- 
able department or section in another department. 
However, no medical school is lacking in a depad- 
ment of preyemi^e medicine or in access for work 
in thi^-afea in one of the related schools of the 
university, unless it is a new school 

C, Teaching Time. There have been only two 
surveys of teaching time: one by Leavell (3) in 1940, 
and one by Shepard and Roney {IO)_\t\ 1964, 
Shtpard and Ropey included tha*t th^re 'has been 
no significant change in the amount of teaching 
time. 'The ampunt allotted m the* first and second 
year was almost the same, about 24 hours in the, 
first year and 48 houjs in the second. In the third 
year there was a slight reduction fromn6 to 43 
hours aod in the fourth year a slight increase, from 
50 to 58 hoiirs. 

D. Curriculum. While traditional subject matter 
provided the backbone of preventive medicine 
ieajphing in the I920s^and 1930s, interesting depart 
tures allowing new directions evolved in the 1930s, 
such as that made possible by ihc New York City 
Health Department. The department built health 
centers adjacent to each of the medical schools, 
made 25 percent of the space availa^^ and ^ave 
access to their personnel and clientele for teaching 
purposes. This aJ! )wed the schools to house a full- 
time chairman, and other stafl and to establish full- 
lime clinical clerkships. 

Involvement with public health agencies w^ 
stressed at the 1946 Ann ArbOr Conference spon- 
sored by the Conference of Professors of Preventive 
Medicine. In its review of teaching programs in 
preventive medicine U5h the Committee on Teach- 
ing ConterTf ancj Methods — Preventive JMedicme 
recommended 

That the instruitum include hiostatistk \, epide- 
mioiof^y, physical, biologic and social environ- 
mental factors involved in the^ preservation of 
health: and the Control of disease it, 4^ reio^- 
. nized fhat this is^a broad (oncept arid covens 
infc^rrr{ation relative to the prevention oj disease, 
the protection of healfii, and }he prf>longatu>n of 
life It is Jurther re(o^ni:ecl that the problems 
invohe both individual and ( ommunitx health. We 



are voiiniuint oj the fa(t that the^mode of 
presi^nttit'um of the (Itxn e may vary considerably 
in the various medical schools. We *ir^e, how- 
ever, that the departments of preventive medicine 
ond public health maintain responsibility for the 
\ dissemination of smh inform<iUion to medical 
' students either in their own departments or by 
suitable arran-^ements w ith other departments. 
As to methods, we recommend' 
I. That clinical, environmental and social ap- 
proaches be used whetever possible and to the 
extent that nw\ be most infective a 
* - 2. That aiu'^^'VisUfil aids in teaching preventive 
medicine urid p^bli( health be de\'eloped and 
used where they may be of value. 

3 SmMl group teaching, usin^ confer,ence and, 
lah^'ratjry methods t*/// student participation 
where^ possibly. I . 

' 4. That time be deioted to st'Udent participa- 
iion in Iwalth department activities. 

5 That field trips an^tiemo nst rations be used 
M hen possible. 

A summary (16) of other recommenjiations from 
— this-xonftrence !s aniUuijedx*K_Appendi2i^A. ll will 
be noted that social and e<ponomic issues figured 
prominently. . ^ 

A smaller report (of the "Mustard Committee''; 
chaired by Dr. Harry S Mustard, for the Executive 
Council of the Association of AmenCan Medical 
Colleges) (12) suggested a Cjirriculum in a 1944 
report that emphasized statistics, epidemiology, nat- 
ural history' of disease^ the conceJ)t.of disease as.a 
mass problem, environmental factors (including bicH 
logical, physical, economic, and social), sanitatiort, 
aiid a variety of Community issues. In addition, 
however, uoe other component sounds strangely 
cjirfent: ^ ** ' 4 

, The student must be 'stimulated by problems 
whuh lead to a consideration of the health status 
of the individuals family r how the racial, heredi- 
tary, cultural, educational, '^(Kial, econlimic, and 
psychological bacJ^i^ound hf that farffily paay 
have played a parr in t%^* mental or physical 
healthy of the individual and the possible opera- 
tion of those ^factors In ihe present and the 
future. ; 

In spite of this rather broadly cohceived Lurqcu- 
lum, there is no rnention of the o^^N^ation and 
financing of health services or the development of a 
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comprehfnsive health care program However, 
^^re. was' considerable interest in this area in ^me 
departments: 

During the, 1950s, there was geil^^ emphasis on 
comprehensive care needs of individual patients. 
ahcL a reduction of visitatioxis to public health 
facilities. More recenriy, active involvement in tlie 
work of community agencies or health d^liv^y 
systems has appeared, even for first year students. 
In many instance they pla^ an active role m * 
CQmmuility organization, health education and 
tiealth advocacy, and. in th^ast 10 years, in the 
develoi^menf of free clinics ^BP^r city cdmmuni- 
ties. Such activism would have seemed very strange 
in the 1940s, when community programs were 
limited to providing physical examinations for chil- 
dren in settlement houses / or performing home 
deliveries^.under » required pi.igram in obstetrics. 

£T* Bitfck Electives and Field Experience. The 
active involvement of students in communi^health' 
'activities often has, been extended into, summer 
electfves or block electives. In 1968. £ntwisle.(//) 
' found that 48 of^64 c^epartments reoorting* had 
'Student fellowship programs of more^lmin 4 weeks , 
duration and it) that year mqre than, 409, students • 
were participating. These programs often involved 
'medicSr caresdelivery or^a he^JrfTeHutation assign- 
ment for a targe^1?©pulaHtyf^1n af) inner city or rural 
area. In other instances they involved mow^ rigorous 
sK\dy. using epidemiologic tecttniques. 

A remarkablei eaHy feffort was that ofl the Na- 
tioiml Foundation {18) lo* promote interest in pre- 
ventive medicine and public beajth. Be^een 1953 
and 1959-. th^ gave 73fj student^lJoWbip'awltrds 
to preventive ^rnedicin^^nd ^^bJii/^health^ and 
.several hundred n3^<m|j;pttabilitati\n This pro- 
gram was tenninatei 

JVticular note should l^aken'of th^xtraordi 
nar]^ ^jbntribution of Di^^^obe.rt D^y-aK^of jlhe 
California State Departr.jL^t of Health to ewdemio- 
^ibgicTidb work. Over ^ period of H years| (from 
1958-70) several hundred students, from 20 tb*^^ 
/summer, were gfssisted in planning an epidemiologic 
"field study', making observations, and analyzing and 
raaking a final repdrt. This^mgdel was adopJled by a 
number * of in^dical schools, in spite of considerable 
.disbejief thai any field* stu^y of me^rit cou\d-be 
gpmpleted in a period of 10 weeks. * .\ * 

F. Researdi Activities. Not mucK^s, known al 
.research activities in dej:<artment4i of preventive 



medicine prior to the Colorado Springs Conference 
of 1952., At that ti;ne 17 departments had res^rch 
programs in epidemiology. 12 or more in infe(Sous 
disease. 11 in parasilolbgy and related fields, 15 in 
clinical trj|ls, and a scattering of other activities in 
administraUve research in medical care, etc. ^ 

In 1960, the Shank Committee Ui),'found thaW^ 
of 65 depariment#*reported no reseJ^FQh projects 
underway. buAhe other 52 were involv^in 251 
projects^as follows: 



Number Percent 



MaiqmiU and Crtld Health 
. Nutrition 
^ Mental Health 

Infectious Disease' 

Chrome Disease 

Medical Care ^ v 

Rehabilitation 

Environmental Ha^itl» and 
• Toxicology 
; Accidents '"l. 
Public Health Administration 
Statistics - 
'Teaching Procedures 
^Miscellaneous 



( 



4 

6 
13 
% 
52 
20 

6^ 

20 

3 
17 

4 

4' 

6 



l„ 
2 
5 

38 
20, 
-8 
2 

8 
1 

1 
I 

2 



In addition to idenjjifymg thjpse topical areas the 
Shank Committee cla^sffjed the projects, by the 
major methoddlagies used m the studies: The 
predominant^ approach was through the* laboratory 
(86 projectrf Epidemiology, accounted f6r« 5^. sur- 
veys for l^evaluatioa and/or attityde Jesting for 22, 
clinical research for 5, sanitary enginecritig^ fbr 5, 
statistics for J2. and ceniiics for 9. The committee 
also drew attention toih^arge amount of coopera- 
tive research with o^hermedic^ school depacthients 
or- community agencies. Somig^O projects^. of thisr 
kind were identified. . 

Jffy l%3 the predominant emphasis in infectious 
disease was still evident witfi -37 percent of depart- 
ments havirfg research *n microbi<||ogy <j?ro'bably 
including majof empha^lk on epidemiology). These 
proportions will have rnanged by 1973, but there is 
no recent survey. Inhere probably has be^n an 
increased emphasis in the last few years on^^iealth 
care resear5:h *in a variety of ways including use of 
epidertpiologic techniques. Furthermore, in some 
mea^wfesearch activifies and medical ^udent 
Ihd graouate teaching has included economics* 
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systems analysis, and other man^gemenl skills. This 
development rs intimately connected .with the con- 
cern for ioiproved health care delivery, the need to 
prepare health care system managers. |51anners. and 
evaluators, and the requirements that these activities 
place not only on dejicriptive and analytic sconces 
^but on optimizing* skills as well T he survey techr 
TTiqa€5~Dr"^pi3ei7^ . an(^ market re- 

search are closeiy allied. While they»^iGiaA gjve clues sors from schools of public health have assisted t^F 
to human ^havior and the ongin of disease or thV^"*^^ Association of Teachers of Preventive Medicine by 



PROGRAM RELATIONSHIPS TO SCHOOLS OF 
PUBLIC HEALTH 

There has been considerable variation in the 
contact or communication between medical school 
departments of preventive medicine and schools of 
public health. ,ln^ the^repg^tion and conduct of 
penodic nationalconfer^ces'iriiuW 



rofes- 



origin of health behavior. K hey do not of themselves 
provide the techniques for optimizing the use of 
scarce resoypces. either m terms of cost benefit 
analyses or allocatm*;, decision models. It is likely 
that in the foreseeable* future there will b|^a 
strengthening of these trends in terms of manage- 
ment skill}? ;ind also in terms of the application of 
knowledge denv«d from behavioraf sciences (spciol- 



preparing position papers and attending the confer- 
ences. Thei;e are exchanges of lecturers, and many 
^chairmen at schools of public health were formerly 
on the staff of medical school departments of 
preventive medicine. 

*Cunously enough, this failure to communicate, is 
sometimes most evident in universities where both 
kinds of schools coexist. .Where a school of public 



ogy. psychology, cultural anthropology, political health , has tlie de facto role of \he' department of 



science, and economics) to the optimal development 
of health i:are sysl.^fns* , 

G. Graduate Student Programs* Graduate training 
is pretty iStich a franchise of the scIm|d1s of public 
health- In some cases, however. fairlyHarge depart- 
ments of preventive medicine have developed grad- 
uate training programs, biit this was frequent^j^ a 
precursor to evolution as a separate school of public - 
health. In 1%3 there were 43 graduirte students in 

"departments of preventive medicine in fffedical 
schools. By 1968 there were 51 r^sideh^s in ^esi- ' 
den^y training programs and an unknown •numlJe'r4in ^ 
graduate programs (//) Further studies need to \)G 
made of this development^ 

H. Health'^Educatioii. A nuftiBef of depactments 
^jreventivev^nedicine and schools of public health 
h^ve more or. less active training and research 
programs m.the field of health edjjcation. Recently a 
suryey w^ made of consumer education by depart- 
megts of preventive medicine (17). Of 63 schools 
that replied, about a fhird said they wehe involved in 



^revenlive medicine — Yale. Tulane. Washington 
(Seattle) — there is no uncertainty because the school 
has a smgle identity. 

\\^cn departments of preventive medicine have, 
con^dered their activities vis-a-vis schools of public* 

. health there has usually been a ready acceptance of 

' the notion that schpdl^ of pub]ic 'health should 
continue^ to. carry, the major responsibifity for train- 
ing epidemiologists, biostatisticians. ^sanitarians, 
health educators. -and health administrators. 

Pephafis on^reason for delay in the development 

Hi)f graduate trwiing |:)rograms in department^) of 
preventive medicine is thai'the^iield is sq broad thai 
It is difficylt to have faculty in depth in a particular 
area of expertise. Tlis perhaps the^ principal 
reason wh^ the trainii|^of epidemiologists and 
biostatisticians has been largely left to Uie schdbis of 
public health (and in the gase of bTostatistics' to * 
6t4ier university settings)/ A critical ma^s of a* 
variety of epidemiologic personnel js needed to 
mount a sJccessful graduate training program, and it 
would be very -^unusual Xo ^jnd siich a group in a 



health education acnvities. The reminder s^id they department of prevejitive medicine. Only since 
were not and had no 'immediate plans for future ^reventiv^rtiedicine s increasing involve^eni' irt 
programs: although j^ny vyer^nvolved ih pro- health ^ar^ research, has it se^exi feasible to 
grams of health promotion that, might qualify as mount graduate programs 
health education. Of the 20 schools involved in In schools of public 
health^ edui;ation. only 5 were involved dire):tly in 
ed^cating the at-risk groups \n the^community'^and 
the others c^centrated their efforts on visitors to 
th^ir facilities. Three sch(x>ls were Utilizing televi- 
sion; one had s^e mvolvemeot with radio. 

* X ^ . • ♦ 



In schools of public health, a befief in Jhe 
necessity of supervised extr^muraj. experience as a 
part of !earning administrative skills has^ not ap- 
peared. By /contrast, activities in' defjartjneflts, of 
pre verttivjl' medicine, often .Jiav« ^een intin^ately 
involved m the prbvision. of health care services. 




and much pf the teaching done in a chnical setting. 
Indeed, tl^re has be^n some speculation as to what 
the fete or schools of public health might have^en 
if they had cc^ied the clinical clerkship model, i e.. 
learning under supervision while involved in- the 
provision gf services. It i^ a jgood deal more 
complicated to create such a relationship with a 
health department than with a hospital, but substan- 
"liat ^i gui Hci i ts ca» -b c e ^vanc e^Uia favfljuof, Jthi s^^„ 
arrangement. \ , 

Although these historical 'relationships can be 
readily explained, it is evident that with the move- 
ment ^f *(j^rest in departmAts of preventive medi- 
cine toward health c^r^ planning an4 evaluation 
and delivery Ir. a comprehensive sense, tfiere is an 
increasing need for the skills^hich have, until-now. 
been concenthated in schools of public "health. The 
.'application of epidemiological and biostatistiCal tech- 
niques to health caje evaluation is a good example 
On the other hand, it is likely that the problems If 
patient compliance with prescnbed regimens will be 
a i^ajor focus for the next 10-20 years (pejhaps 
always), and a great vapety of__skills including health 
education, comn^nity organization, c-ommunication 
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science, and behavioral science will be needed to» 
carry out these programs effectively, More than 
ever there is need for readier communication of 
.concepts, skills, and experience between schools of 
public health and departments of preventive medi^ 
c ine. 

SUMMARY 

'Teaclung "ahdTesearch In depanines 'of-^'^ven- - 
tive medicine have' followed the same broad'tu^nds 
observed in the field of public health generally, and 
' In scboo^ls of public health. While 'concern with 
infectious disease- remains a major interest in many 
departments, 6ihers have emphasized programs in 
the^eld of, health care delivery. Epidemiology and^ 
biostatis^ics^ continue as basic disciplines within 
departments of preventive juedic^fie 

The location of departments of preventive medi- 
cine has led to more clinical mvolvernent and less 
graduate graining than in schools of public health. In 
1973 this was most evident in relation to the 
organization and evaluation of comprehensive health 
care delivery systems. 
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VICESIMO ANNO ' 

Ed- Nofe: After 20 wars, it is of interest to look 
hack at the first set of poimes e\er (id\o((ited for 
medical education by projess^A oj prex^entive medh 
cine in this country ^.The omision ua.s the Ann 
Arbor Conjerem e of 1946. the ' predecessor of the 
Colorado Sprinj^sUind Saratoga SprinjLj^ .assemblies 
The meeting ^ cis heid irv the name oj the Cttnfer- 
ence (f Projes%ors of Preventive Medicine, subse- 
quently, reconstituted as this A'^soi lation in 1954 
The statement is of interest on severcfl counts In its 
day there v\ere^ few if an\ ( omparahfe , statements 
from other lmiruhes'of*Anxeruan m(^d/( al ediua- 
lion..Tfte durabilin of the principles ^propitsed and 
predictions made ^re open to the fudi^ment of -each 
reader, as are the* i^cnits^as \et unmet 

Preventive Medicine 

1 Report of the Committee on Philoscrphies and 
Objectives ^ 

We beheve that the/ prevention of dise^e and the 
conservation of health, physical and mental, consti- 
tute a major obligation of society .The medical 
profession has the ^tl^cal resp6nsiNity to provide 
the necessary direction and leadership toward 
achieving such goals. Medical schools and ,ther 



Teachers of preventive medicine shall devote 
their energies. 

1. To the education and inspiration of their 

colleagues and students; ^\ 
2 To the study of problems of health m their 
social settings; 

3, To the development of methods for solving^ 
" ^""fRese^foBTerns;^* ~ 

4. To the education of the people m the availa- 
bility and propeF utijization of all c5:)mmunity 
resources. 

Finally they sh'SWoster the education of all 
members of society in their personal responsibilities 
for their x)wn health and for that of their fellow man. 



II. Report of the Committee on Teaching Content 
ajid Methods^Preventive Medicine 

•As to content, the Committee, recommends: 
That the instruction include biostatistics; epid^ 
miology: physical, biologic and social environmer)tal 
factors involved rn th^ preservation of heaJth/and 
. the control of -disease It is recti^nized that this is.a 
broad Concept ahd covers information relative to (he 
prevention of disease, the protection of health, arid 
the prolongation of life. Il is furtHtT recognized that 
the pfobjetn^ involve both individual and (ommunify 
hpalttiL We are cogftiiapl of. the fact that the mode 
Jf pr^s«J5tatioB of the ab8ve may vary considerably 
Hfi the various^^medical scJhools. We urge, hpwever, 
tn^it the. departments of prevehtive medicine and 
Vublic liealth n^ntain responsibility for the dissemi- 
^ nation gf such information to medical students 
' either their o^n departments or by suitable 
^^.(^ap^angfements.with other departments * 
As to rfiethods we recommend. 



faculties thecefore Kave the irtescapablp dgty to , ^. . i ' i , t a .^.^i 

iTv , ' ' 0 ^hat clinical, environmental and social 

assume ?n aggre^ive role: . ^ 

In the advancement of learning m the^»%|d ot 



1. 



2. 



3. 



heaJth; 

In the preparation of student^ with the neces- 
sary knowledg«_and skill deriv€;^i frbm*the 
physical, biological, and social sciences: 
In the edu<;^tion of the public to apply the 
. principles pf preventive medicine. 
To achieve such objectives medical schools miMt 
provide, as an integral part of their organization apd 
structure, sufficient fujl-time person. leljij'jaliQed m 
preventive medicine: and adeqbatf fun^j. fajcilities 
aiiB teachingftime. * t 



pVoaches be used wherever possible and to the 
extent that ftiay be most effective. 
That audio-visual aid^ in teaching preventive 
me^cine and public health developed and 
used wher6 they may; be of value. 
Small group teaching.* using conference and 
laboratory methods wuh student participation 
wherevcrNpossible , ^ 

That time Be devoted to student participation in 
^alth djcpartment activities. ' * " 
That field trips and xdenjonstrations be used 
when possible * 
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in. /Report of the Committee on Preventive Medicine 
' Currkulum Pbnning 
.' . . there should be a degree of Qexibility on 
the part of , individuaJ. schools in developing their 
curricula and that any of' the recommended subje^s 
may be 'given in coml^inaliotPone ,with the other as 

desired, "'^ ' . 

We recommend: . ^ ^ 

1. That the teaching of pubhc health and preven- 
tive medicine be started not later than the 
s<^|:ond year and be continued in each yeai^ 
thereafter.- ^ ^ 

2. That the teaching of bioslaustics be inaugurated 
in the curriculum at the earliest practical time 
for adequate correlation with the teaching of 
courses m the" basic sciences, and further that 
addition^ expenencd^'and use of the statistical 
method be provided in courses during the 
clinical years ' ^ 

3. Tl>^t there be included iTkewise as early as 
Pj^cticable an introductory onentation outlining 
j(hc geneTaT^eld. purposes, and Activities of 

^ ' public health ^nd ffeventive medicine 
4'. The teaching of epidemiology simultaneously 
wfth or followi'Hg the coyrses in medical bacteri- 
ology* parasitology and biostatistics. , , 
5., The teaching of environmental sanitation :>imul- 
taneously sMth or following 'the courses in 
medical bactenology and parasitology. } 
6. The teaching of public health adnmistrauon and 
of industnal health at times in the curriculum 
when they can be correlated best with related 
, subjects. 

1. Thf t^achmg of clinical pteve^itive medicine and 
the sbciologic aspects of disease and health ^is a 
part of or c:..wiated' with the clinical courses^of 
study. 

That the desirable mimmum'hours m preventive 
medicine and public health mcKiding health 
' economics be approximately 4 percr^Lof the 

total clock hours of the medical curnculurn 
In maidn^/these recocnniendalion^ the Committee 
foresees^^in.>choDls of basic medical sciences (two-^ 
^year schools) conditions ^hich my make^it advisa- 
ble that tJ;iese siibjects be integrated or merged with 
courses in one or movt already organized depart- 
ments: V . . 

The Committee , considered' the que'stion of distn- 
butiOH'of the subjects m preventive medicine and 



public, health with respect to hours and deemed it 
inadN^sable to make specific recommendations. 

Health Economics 



L Report of the Committee on Teaching Content, 
•Methods, Curriculum Planning and JTeachtng 
Personnel 

In line with the recommendation adopted by the 
Council on Medical Services and PuWic Relations 
of the Amencah Medical Association to have each 
medical school give a course on medical semiology 
and medical ecQpornics. and in accordance witl) the 
recommendation of the Joint Committee of the 
Amencan Public Health Association and the Asso- 
ciation of Amencan Medical Colleges to the same 
effect, the Committee recommends that: 

1 In all medltal schools, as stoon as -possible, 
basic factual instruction be provided in the 
following subjects: * 

A. Socio-economic aspects- of illness, including: 

1. Effect of socio-economic conditions on 
health-These socio-economic conditions in- 

4|» /elude population composition, housirtg, nu- 
Mritjon. income, occupauon and other*fac- 
tors affecting the health status of the peo- 
ple, 

2. Eff(?ct of illness on socio-economic »coodi- 
nons of individuals, families; communities 
and nations. » . ^ / < 

3. Sigpificance of improved socio-economic 
conditions in the prevention of disease and 
in the reducuon in frequency and severity 
of illness » 

B. , Methods of providing health services and medi- 

cal care including: ^ 

1. The htstoncal development of tiealth serv- 
ices and medical c^e. 

2 The present structure of health services and 
medical care. 

3. The available resources of faci^mes and 
personnel. 

4 The quantity, quality and cost of health 
services and medical care. 

5. Individual practice and group practice. 

6 Types of organization of preventive, diag- 
nostic and treatment facilities. 

2 In addiuon to the above subject matter, provi- 
sion be made for presentation' of the points of 



2b/Aiiidenu{ Relationships find lemhina Rvsoune^ 



II 



B 



view of important piofcssional ^irj^d other orgurl^ ' 
zation^ concerned '» . ' 

In order to make the teachirfg of the above 
subject matter as authontativc Jnd effective as' 
po5»sible, provision he made>foi # 
A. IrttensiVe courses of instruction for teachers 
of this subject, fallowed h^ visits^to ugen- 
^^le-^-^idiDmistenng programs of heahfi serv,- 
ic'es and medical care ^ ) 

Pertinent literature, syllabi and ojher teach- 
mg-iSds 

Penodic regional or general mstitutes for 
. instructors m health economics 
The services of a fe\\ experts m th^ teaching of 
health ccc^nomics be secured to visit schools 
upon their invitation forihe purpose of stimulat- 
ing and supplementing instruction in this sub- 
ject ' \ • # 
The assistance of foundations be stvught for the 
implementation of these recommendations 
The AssiKiation of AmertcalJ Medical Colleges 
and the Council on Medical! Education of the 
American Miedical Association^ be strongly 
urged b\ a forrtial communication' from t^is 
Conference* to consider the matter of the re- 
quirement of mstniction in the stKial sciences 
(sociology, economics, government and psy- 
chology) as prer^jqui sites to admission, at the 
sacnfice. if necessarv. of some of the present 
reyunements, and that this change in requn*e-^ 
ments be instituted as stx>n as possible \ 



Report of the Committee on the Training of 
Administrative Personnel 

The 'Views expressed bv the Committee are not 
presented with the intent of any official action, on 
the part either of the Conference of Professors of 
Preventive Medicine or of the Association of 
Schcx>rs of Public Health at this time, but rather 
with the intention d (emphasizing the need of) a 
better understanding of the fiejd of medical admmis- 
Iration and for a more carefully considered approach 
to the selection and training of the individuals who 
may enter it 

Ttie Committee recognized the need for further 
■tudy and definition with respect' to all types of 
nunistrative personnel assiKiatt^d with the broad- 
eA^ng field of public health, bui res'lricted its 
con^deration largely- to the problem of the health 



and medical administrator 5is exemplified by the full- 
time health officer, the hospital administrator, the 
administrator of a medjcal care program, or the 
admmi^ration of a medical service insurance plan.' 

The Committee gave careful consi(ieration to the 
definrfton of the fields of service for which such 
personnel will most likely have to be trained. It 
considered the traditional functions of the health 
officer and the fact that, with few exceptions, 
^eratluate^m the 'degree of .Master of Public Health. 
Diploma in Public HeafthVof Doctor of^ Public 
Health from the schools of public 'healtH/are being 
trained and equipped only to carry out^j;estncted 
field of function The Committee is av^are of the 
difficulties and avoidable handicaps imposed upon 
such personnel when laced "with the obligauon of 



conducting a far-rea^ 
such a,s the Feder 



ling and complicated prof;ram 
EMIC program, or ^^ch the 
conduct of a medical^care program for the medically 
indigent or the r^spor^ibilUy. imposed upon many 
of them, for the planning, coordination and supervi- 
sion of hospital serv^ices, by such measures as- the 
Hospital Survey and Construction Act. 

It IS the opinion of the Committee that snch 
prt)grams'as these and the duties that they impose 
upim "unprepar-ed administrators, will see rapid in- 
crease in number and in tT fr^^ adth of functions 
that they embrace We have taken the view that 
these events can no longer be viewed by the 
universities with detiiched academic interest and as 
a trend that should be watched, but rather that they 
are forerunners -of an accomplished change in the 
medical-social philosophy of the nation 

The Committee did not view it as its function to 
discuss the reasons for. no^he r^elative ments of 
these events and what they may be '"Considered to 
portend It believes that vve face a factual problem 
4 It is a p|f)hlem of need and of a responsibility on 
the p^ the universities to prepare* for a growing 
demand as well as to act in the public interest i)y 
doing the best job that can bj done>^i the selection 
for training and the preparation of the requisite 
administratrve personnel. 

To summarize this phase of the Committee's 
discussion would, in brief, result in a much more 
comprehensive interpretation of the field of public 
healthMhan the one that has determined the curricu- 
lum content in the training program of the past 

We believb thiit^e point has been reached in the 
recognition of our national and local needs for the 
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organization, integration and operation of public 
health, hospital and medical services where their 
administrative functions can no longer be considered 
as dislhict and separable. It Is necessary for the 
health officer to understand the underlying probleras 
and principles of hospital service and of medical 
service plans. It is desiraHe for tifie administrators 
of these latter two type$ of service to be fully alert 
to th«- problems and opportuniues of a basic public 
health program. In certain circumstances, adminis- 
trators ir. one of these fields are being called upon 
to sypervfse functions in another or to coordinate 
one ory^Tiore of them with their own programs 
Particularly is this true of the health officer. 

Therefore, it i^ the opinion of* this Committee 
that: \ 
1 Basic training of health and medical admmistra- 
' tors -(doctors of medicine serving m the adminis- 
tranve fields of. health, hospitals or medical 
care) should be similar for thi>se entenng any of 
the field^ mentioned 

' 2. Basic training should embrace the fundamental 
skills aommon to all fields of health and medical 
administration. And in addition, it should in-' 
elude substantial onentaUon in the several spec- 
J4lized areas that can.^t present, be defined, 
such' as basic public health an'S preventive 
medicine, hospital admmistrdtion. and medical 
service program administration. 
3 Postgraduate students (physa:ians) talking such 
instruction also should be provided with oppor- 
♦ tunity for more advanced study m these several 
administrative fields and this be supplemented, 
wher'e appropriate, by opportunities for field or 
other internships as m hospital administration 

4. The foregoing areas of educational need are the 
^ local responsibility of the postgrajiuate schools 
of public health. ' 
The Committee recommends to 'Ihe attention trf 
the Association^ of Sc'hools of Public Health, the 
n^pd and the urgency of conference m the planning 
. of curriculum content. It is recognized that the 
resuhs of much-needed job analyses and of future 
dcvelopmerfls and experience will indicate iurther 
C'irriculum revision. 

The Committee recommends to, the attention of 
the Conference of Professors of Preventive Medi- 
cine the fact not only of the existence of this 



growing nyd and demand for the recruiUng and 
training of competent health and medical administra- 
tors, but also the fact that, in their favorable 
position of contact with the young minds in medi- 
cine, they occupy a peculiarly advantageous posi- 
^n to direct the interest of qualified personnel to 
the field administrative medicine. 

It is our opinion that the professors of preventive 
medicine are confi-onted not only by a responsibility 
but^also by an opportunity in thisjj^^ct which 
bears a very great obligation to the future quality of 
health and medical services. 
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DISCUSSION * • 



Mic hael Ibrahim 



Dr, Berg's paper raises a number of issues that 
I propose to address by asking rather general 
questions These can be discussed now or consni- 
ered later m the coOrse of this 2-dav meeting 

1 Did departments of preventive medicme. or 
do Ihey now. take on responsibilities which 
are of no interest, for whatever reason, to 
other departments m medit;^! schools"' Ex* 
amples of these responsibilities which Dr, 
Berg had mentioned were the provision of 

- what has been (crmed comprehensive needs 
of patients, the t>rgani2atu)rl and -administra- 
tion of ambulatory or rehabilitative care. If ' 
these responsibilities are of no interest to 
' • other departments, why is this so and what 
the/impact of placing tJepartments of 
preventive medicme m such a position^ Are 
th^y flexible enough to absorb thesty kinds of 
. assignments^ 

2 Why do medical schools give preferential 
treatment to departments other than preven-^ 
tiVe medicine departments as exemplified by 
budget allocation, which is something like 2 

. ^ percent of the n^div^l school budget, andor 
comparative— swUiU^t^^ales of members of fhe 
faculty of preven|ive?N^licine compared to the 
members of the clinical faculty 



3 Did departments of preventive medicme an- 
ticipate the contemporary health issues^or 

I did they simply act' after the issues weref^ 
raised'!* The question here is really a ques- 
tion of leadership in this area. • 

4 Are departments of preventive medicine di- 
vorced from the practice of medicine as are 
schools of public health from public health 
practice*^ The comment was made by several 
of you that people in preventive medicine 
generally are not trained in public health, 
that perhaps they are mostly clinicians, or 
that they are neithier clinicians nor pabiic 
health practitioners. In other worts, has the 
practice base of the faculty of departments ' 
of preventive medicme been adeqcfately de- 
fined'^ ' 

5 Why IS It that the curriculilm offered by 
most departments of preventive medicme has 
been receiving unfavorable or. to say the 
least, unenthusiastic response front medical 
Students and medical school faculty? Epide- 
miology and biostatistics have be^n two 
major disciplines m most departments of 
preventive medicine. How much of these 

^two disciplines is really rel^,vant to the 
average clinician'^ 
6 'What IS to be gained by comparing the 
differences and simila.oties of departments of. 
preventive medicine and schools of public^ 
health'^ What are we really trying to achieve 
by this comparison"^ 
These are a few questions w^ Should discuss 
h^. . ' ' • * 
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cCl^RRtNT STATUS OF REL^IONSHIP 
BETWEEN SCHOOLS OF PUBLIC . 
HEALTH AND MEDICAL SCHOOL 
DEPARTMENTS OF PREVENTIVE 
MEDICINE 



Lester BresLxM' 



This paper, being prewired as part of a confer- 
ence on academic relaUonships between prevenDve 
medicine and public health, is one of a substantial 
number of elements developed over the past 30 
years to delineate the means of academic prepara- 

/ tion in the United States and Canada for the field(s) 
called preventive medicine, public health, commu- 
nity medicine; social medicine, community health, 
and other 4erms , - ^ 

* Major efforts m this regard have included the 
American Association of Medical Colleges 
(AAMC) (^Mustard) committee report of 1944 (/), 
thqJ946 Conference -XJJi Preventive Medicine and 

^ Healtff Economics at the Ijniversity of Michigan 
School of Public Health (2), the 1952 Colorado 
Springs Conference li); the 1%3 Saratoga Springs 
Conference (4). and the 1972 Asilomar Conference 

(5): • , 

^ • Expressions from these previous conferences on 
the tbf«C'-©tthis paper include 

Perhqps in (he term^ 'milieu' ties the essential 
differeru e hetv^een programs based in sihopls of 
medicine and /n u hools of public health. The 
milieu 0f the mediiul school ts one 'in which 
attention is directed toward basic stience and 
ilinual applu at ion (ff knowledge, usually to prob- 
lems of suk patients Engrafted to this ( an be 
interest in preventne meduine and the applu a- 
tion of statistical and epidemiolof^ual methods, 
but the prevailing amtudes. yalues. and interests 
are those of biolo^kal research and individual 
puient (ire. Graduate students in drpann^ls of 
* preventiye meduine Icxated in medical schools 
will be exposed constantly through lectures, uorA 
experience, and contacts with associates oriented 
' to clinical and basu science information and 



attitudes The milieu of the school of public 
health Jckuses attention on broad problems af- 
fecting health, on tfie multidisciplinary MP- 
proa(hes. and on administrative methods for their 
solution. Clinical knowledge can be engrafted on 
tf^e programs %4t will be important only as it 
contributes to the solution of the larger problems. 
The graduate students in this setting can expect 
constant reinforcement of attitudes cMCcrning 
the importiinc e of public 'health problems and 
methfjds fcv which they are apprhached 

While It IS more iikely that certain values, 
knowledge, and skills wi' aevelop in one setting 
than in the other, there- are many examples of 
ac tivities flourishing in either a sc hool of medi- 
< ine or a school ^ public health that could 
prosper equalk in the other setting. 

Avaifability of clinical facilities Mnd patients is 
often c ited as the advantage of medfcal centers 
over schools 'of public health grofluate training 
programs itt preventive medicine and public 
health. The, importance of these may b^ more 
apparent than real. Patient care in medical 
centers is diret ted largely to diagncysis and treat- 
ment of illness in individual patients rather .han 
to 4he consideration of prevention of illne^^ c to 
the study of health of groups as it c0nc i^rns 
cidministrative practue. Medical centers m whi>n 
departments of preventive medic it^* have deVi't- 
oped special populations for clinical study may 
hui^ an asset of special value for a training 
proghim. Howexer, these often are not in the 
mainsth^im of the clinical activities of the medi- 
(ul center and,^ therefore, might be developed 
with equal facility by schools of public health. 

As a department of preventjx'e rhedicine consid- 
ers its 'fature it must take into account certain 
needs which are present in every medic al center. 
These include the teaching of medical students in 
the fields of epidemiology, statistics, public 
health, and sm tal medicine. .Additional needs are 
for fajiulty who will incorporate , prevention, com- 
" prehensive care, and rehabilitation inw parent 
treatment and teaching activities: pnom^ote medi- 
(ol center Interaction w/fA t^e community, and 
develop a^h- knowledge in the field of preventive 
medicine. In medical schools not assooiated wUh 
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schools oj puhlii health, these fancfions are 
accomplished entirely or in part by departments 
of preventive meduine Injnstam^f^ whuh 
'schools of medicine and public health cu>exist, it 
is not umommon jor jaiult\ from the siJuiol oj 
publu* heakh to assume filling the unappealing 
role of administratne middleman in the absence 
of Its own res^un es and t apai itie^. 

Tltu^ :t seems that the Jorces din/itm^ depart- 
ments of prevents e meduine to a row will mflu- 
erne them in some instant es to develop programs 
which will duplicate those of, schools of publu 
health. This does not denx nor preclude the 
possibility that f^oi^rams in preventive' medu me 
I an be built i ollaborativch w ith si hools of public 
health Indeed, suu e most departments are noti 
yet I ommitted to {graduate programs , it mayl 
indicate that tile decisions can still he madel 
about the respectne roles that they and sc hools 
of publu health w ill pla\ ih sue h programs 

It is impo^'slble. arbitrary, and artificial to try 
to divide resptmsibilities Jor post-graduate educa- 
turn between s(//nn/s of publu health and depart- 
ments of prexcntne medicine The scope and 
cfuahty oj pmy^rams ranj^e widely among schools 
and- departments and there is substantial overlap 
in areas oj^ interest and respcmsibilitics Medical 
schcHfls have man\ needs in the fields oj preven- 
tive medu ine and publu health w hic h c an be met 
best by proi^rams oraanized and (^cmduc ted w ithin 
these \f hools 'hi returns of the country without 
schools of public health, it seems rccionable to 
expect departments of preventive medi^ne to fill 
some of these functU)ns m respect to the sur- 
roundinfi c ommunit\ . j 

Data for this paper were cplLected by means of a 
questionnaire to the schools of pubhc health m the 
United States and Canada, and a questionnaire to 
the medical schools' departments of preventive 
medicine m the two couhtnes, RafUrnS^N^me 'from 
all 19 schools of public health arid % oKthe !27 
medical schools Copies of the twoS^uestionnaires 
are appended. 

SCHOOLS OF PUBLIC HKALTH 

pf the 19 schools of "public health. II were 
founded pnor to. dunpg^ or immediately after World 



War II. nbne between 1948 and 1%0, and 8 
following l%0. The 19 schools of public health 
reported a total of 4.827 graduate students during 
the 1971-72 academic year, of whom 2.089 received 
degrees during that genod. Federal funds which 
became available in 19158 supported a rapid growth 
of schools and students dunng the 1960s. 

Most schools of public health hav^ emerged 
either from, or in. close connection .with schools of 
medicine Almost all of the schools of public health 
are located in medical or health centers — ^18- associ- 
ated with medical schools. 15 with nursing schools, 
and 14 with dental schools. Thirteen of the schools 
are in centers with all four schools (public health. 
^^ffiedTcine.-mirsing. and dentistry), and several of 
these also nave schools of pharmacy or allied health 
profe'ssions ' 

The physical proximity of the schools of public^ 
•"liealth and medicine iC^shown by the fact that the 
distance between the offices of the deans is 5^ feet 
or less in 13 of the situations and no more thaivO.S 
mile in, all the others Physical proximity, of cour^. 
indiqates the potential for cl^se working relation- 
ships, not necessarily their attainment 

Half or the medical schools located om^ampuses 
with schooi.s of public health maintain separate (or 
joint) departments of preventive medicine, but in 
some of these situations serious consideration is 
»nQW being given to turning over to schools of public 
health the preventive medicine responsibilities in 
medical schools. In the other half of the situations 
reported this k^s dready been done. 

In practically aai of the 18 centers where schools 
of publfc health and medicine coexist there are 
crossover appointments between the schools, and in 
most cases these involve three or more medical 
school departments in all 18 situations, faculty of 
the /nedical school teach in the school of public 
health^and. in all except two. faculty of the school 
of public health teach in the medical school. While 
in several cases the participation ^of one faculty in 
teaciiing stu'dents in the other scboof seems quite* 
substantial .'in about half it iS clearly only slight. 

About half of the schools of putjjic health report 
arrangements. to earn the M.P.W and M.D in joint 
degree programs, covenng only 4 years (one within 
3 years), but such arrangements are actually used to ' 
a mmimal extent. Comments on the questfonnaire 
indicated that such arrangements are receiving more-,- 
attention currently than in the past. 
t 

■ i» 
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In mos^ schools of public health and medicine 
located on|4he .same campus, faculty of ^the^ two 
schools collaborate m research ^nd community 
service projects. These involve a wide range of 
activities and in ab6ut half, the situations appear to 
be quite substanual endeavors. . 

Arhong the 19 schools of public health. 2 are 
essentially components of medical schools ^nd *an- 
other is located on a campus ,where there is no . 
medical school. All 16 of the remaining schools 
have the same status m. their academic hierarchy as 
the medical schools, usually participating on a 
coequal basis. -n a council of deans with the ofher 
schools of the health professions, or reporting 
directly to the president or 'a vice-president of the. 
university. In some cases there were indications of 
considerable and cordial administrative collaboration 
between the schools on a campus; in others, ttfe 
council of deans or other coordinating mechanism 
appeared generally to function on a low key and 
sometimes with evidence of coolness. 

The flavor of responses from schools of public 
health to item 17 of the questionnaire, concerning 
present relationships to departments of preventive 
medicine, is mdicat<d'd in the following extracts: 

The School evohed from the former Depart- 
* ment of fiyfventive Meduine, tn the School of 
^fed^^tne . . (il) still serves as a preventive 
medicine department, h^it the relationship is not 
~^Js}pnalized. 

Relationships haw fhidiuiU'd tremendously 
Relatuinships ai present lea\e much to he de- , 
sired. 

Both S( htH)h arc verv new Relationship is 
very cordial and ( (Htperatixc. 

The relationship between the A^i^u schools has 
been close from [tie outset : ties were main- 
^ tained and strengthened by joint development ^ai 
community serxices. No major diffhu I ties 'have 
yet b^en encountered. 

Th? School has always valued the relatively 
close association wuth the Medical School, how- 
ever. ^nd,Jndeed, we find vers- little difficulty in 
developing collaborative projec ts w ith the faculty 
. . . .wye anjoy* gtwd worhng' relations with' the 



administrative structure and our ability to jfo 
more is limited now by our own lack of resources 
rather than administrative obstructions to rollabo- 
ration or charf^e. ' 

k No dijfic ulties , . . Current sentiment suf^f^ests 
that the School of Medicine will request the 
SchodhoJ Public Health to do air teac hing of 
public health and preventive medicine for the 
School of Medic ine. 

. • • • 

// IS the intent of the Dean of^ the Schc^ol of 
PuhUc Healtji to recruit faculty so that all major 
departments in basic scieme and clinical areas 
will have at- least one fully credentialed faculty 
member jointly appointed and salaried with the 
School of Public Health. Gradually, all teaching, 
service, and researc h functions of the Department 
of Preventive Medicine and School of Public 
Healt^h will be consolidated and the disease 
prevention, health promotion and environmental 
pnftection curriculum Will he taught by the jointly 
appointed^'School of Public Health faculty . As an ' 
interim, the Deans of Medicine and School of 
PiihUc Health have designated one jointly ap- 
pointed fac ulty member to be responsible for 
(urruulum planning and course scheduling be- 
tween the^ two^programs. 

The Sc hool of Publu Healih and the School of 
Medu ine were established at approximately the 
same time. . . . In their initial stages of their' 
developments It is fair to state that there was a 
jeeling of friendly competition. Since the assump- 
tion oj the m'edu al school deanship by the current 
Dean, the relationship between the Schools has 
^ become increasingly productive- and at the pres- 
ent time IS probably as close as any two schools 
on the campus-with similar interests. 

. there have been few difficulties between 
the Schools, but neiiner has there been much 
value in the relationship, in spite of close .geo- 
graphic proximity. A major factor in the lack of 
relationships has been the personal attitudes of 
the deans and certain department chairmen. This 
is not to say that mutually beneficial arrange- 
^^AJ/v. involving both teaching and research, 
^ hav^, n^^evolved between faculty members of the 
* two Schools^ they have, but Iwdqulftedly there 
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would ha\e been more tn a more\avorahU' 
. <Umate. 

. . / 

The School oj Public Health and the- S< h<H)l of 
Medicine are^ physic nll\ adjacent in the Center for^ 
• the Health Sciences This facilitates interiourse 
and sharing of facilities Several oj the School oj 
Public Health jaculn have joint appointments in 
one or more departnients oj the School oj 
Medicine. The Dnision oj Epiclemu)lo^y iSPH) is 
( omposed (yf feu idt\ jroni both schools, and gives 
cotdrses-^in both schools Relations between the 
sc luHfls have always heen cooperatue and ^ or- 
dial, except in competition jor building space 

There are ,nnin\ strong and healthy researc h 
relationships \ There is a dose historical tie 
between the 1^\o^c hools The dissolution of 

^ the Department of Pre\enti\e Medicine oj the 
Sc hool oj Medic ine has led to a spott\ and 
unfortunate history as regards the fofnial teach- 
inti oj epidejniolog\ . biostatistic s .and public 
health in the Medu al School The original plan 
was for the Sc hool to serve instead oj a 
Department of Prexentne Medicine Howexer, 
the lack of an\ sm^'le senior mdnidual respcmsi- 
ble primanh for tecuhing m^ctd students, and 
^ the absence oj any \oue ^[j^e Medical School 
led ti) a i^radual re due tion m the number oj -hours 
available for ^>rnial tccic hing and e\ entualh to 
the Lomph'te disappearcmc e from *he course 
requirements for medic cd students of an\ courses 
in Biostatistic s, hpidemit>l()gy, PrevefUne Medi-: 
cine or Public Health The responsibility for 

tecuhuni Prexentivc Medicine' to the students 
rests with the indnicfucd yiedu al School Depart- 
ment Ch carmen 

when the School oj Medicine was started 
the decisu>n was that the Deparmient of Preven- 
tive Mecju ine and Public Health of the Sc hool- of 
\Meduine would offer the i^raducite courses m 
publu health Tlie rapid growth of the School of 
Public Health during the past 10 vecirs led us to 
obtain our autoncmiv for more flexible func tioning 
. . we bee a me separaicnl from the ^c hot, I of 
Medicine but w ith c ertcun c onditions. 

ki) School of Publu Health would he the 
Department of Prewntiw Medu me 



and Pubhc Health oj the School of_ 
\^^^^^^^^yMTid^ine\^ 

Ther^ationship c)j\the two schools may he 
c hanac terized as being clo^^er in philosophy and in 
mutihl recognition oj inter ditpendencies than at 
any point in prior history. This has evolved as the 
Schcwl r)j Medicine has' slowly begun to develop 
jrom Ithe traditu)nal posture oj mediccd ediu atum, 
witluUs emphasis on disease and clinical medi- 
cine, to a new discovery oj the f-amily, the 
c ommunity,jind a responsibility jor health c are oj 
pcypulations. The School oj Public Health has 
brc)adened its philosophy tn i^iclude not o^ly 
heal fit promo tic J n and disease prevention but a 
coniern with all of the jorc^s, biological, social 
and otherwise, whu h injluenc e health. These two 
jcUtors ha\e led nptufally to close collaboration. 
Unless the trend is interrupted by a change of 
leadership on other jactors, this trend should 
c okitinue 

During the . * years that I have been here, we 
have experienced a variety \>j relcifionships be- 
tween this School and the School oj Medicine^,, 
9t>we of which have heen mutucdly beneficicd. . . 
close working arrangements e^ist between our 
Departments. . . 'On the other hand, relaticms 
between the Department c>j^^ . . in the Mediccd 
' Sc hoed and our Department of . . ha\f been 
generally at arms-length partly because oflcnal 
hhstorucd reasons I detect also a general cool- 
ness on the part c^f the Dean oj the Medical 
Sc hool he mi use oj his general belief that 
anything we can do, he c cm Jo better. 4hhough 
we work together as needed, I don't jeel that our 
relationship is o.s-^effective as would be desirable. 

In the . years in w hich the two sc hocds liave 
been separate entities, relatu>nships have- been 
excellent Each school permits students to i take 
electives in the other .school. The developn\c\nt of 
the combined M.D,-M,P.H. and M^D.-M.S^^ Hy- 
giene programs has strengthened relationships 
between the two schools Joint ecmunittef' ap- 
pointments ^ . on curriculum and executive 
committees . are useful. There have bi'en a 
few problems related to jinancud reimbursement 
of the twci sc hohls fctr varums curricular r<'sponsi- 
bilities ()c c asioncdlx prohk'ms* c>f c urrieulUm c cm- 
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te% ha\^e dewijped htut' ihe\e hove not been 
dijjkiilt to solve, There^tire a jew'deportmeJits oj^ 
the Medual School that^do tu)t permit joint 
appointments. This should he i handed. 
* Although ii Department oj the Mediuil SiluH}i 
" there have been some diffuidfws 'of isolation. 
Currently d rmnement hjwards stroni^er re lot urn- 
ships, through. ^ ' * 

• joint aanning in relation ti> medic a! center • 
activUief-^ 

• joint de^ee programs 

• joint teac hif^^ 

• joint researt^h 

• joint serx'ice projects. * 

*^ 

The principal ideas from, schools of public health 
on the idesi^ relationship with ^hods of piedicine ' 
(item 18 on the ijue^tionnaire) are given below: 

-T V^tifiiv^sities had no sc hools oj public health, 
they would have to invent something lik^^ one. 
Whether the\ located such' a unit within a 
medical school (as a department oj co^nunity - 
r medicine q£ some such ffame) dr elsewhere 
should depend on how ejjectively the unit could 
develop interfac es u ith other part » oj the Univer- 
sity (e.g. economics, political science, law. etc.) 
as well as with the medical school. My ViUe 
would be for administrative independenc e of the 
unit but with strong incentives from the central 
"administratton to assure lose ccfope ration among 
the respec tive deans^in developing joint cic cidemic 
-programs, fointjjppointr^ents* and other jorms c^j 
I ooperation . . / think the deans of the medic at 
\ schawl and st Uool oj pfihhf health mus-t share 
\ objectnes in :h^ t4,achi/ig of me diced students and 
\in the development of community health sen ices 
\fs vehu f^s for feac lung and re scan h In this w ay 
t^ey can bring together the resources oj two ^ 
iri^titutions toward common goals. The two insti- 
tuiicms can and should differ suhstanticdly ih tlwir 
otli^r functions. \ 

. .\. SI hools of' medic me and schools of public 
health should be Ich cited on ^general university 
campuses. I beUeve that th^ relationship between 
such ptofessioncd .schools siinuld he c lose ar\d 
i <H)pe ra\ive . . . the te ac hing uf- pre ventiye medi- - 
cine anJ'.comrp unity health as well as epiaemiol-^ , 
ogy and \fyiostatistic s should fundamentall}^ takt^ 
place in the sch(H)ly>f public health. . . the basic 
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^' sciences are probably^ cis well taught m uni'^erstty 
departments as m the sch(H)Ls of medicine. They 
' way, indexed, hi' better- taught Tn such loci ... 
t medical sclf^t)ts are primarily oriented, and 
shotdd continue so, toward the training of prmti- 
goners oj nf^fu ine. ' Schools of public^ealth oh 
the o t he ^^iyfnd -shotdd des'oie. themselves teethe 
training oj/practitionOrs ^nd leaders in community 
health and the delivep' of senices, both health 
and medical. » 

/ (dso strongly believe that ^we need mor£ 
problem H entered training in both our medical 
and schools of public health, if^and when such 
activities are developed on a genercd campus, it 
will be jou(id that a great many professional and 
nonprojessional^ sc hools will contribute more ef-.^ 
fee tivel\,t(> the solutions. . . ' * 

I believe it ... is very important that the 
Sc hool be in ^ strong position to sene its the 
Department of 'Preventive andlor Social Medicine 
for the Medical Sclwol in the '70's. Whether or 
not we tan find the resources to do that regains 
a question. We do have unique concepts tc) offer, 
however, and believe we should malA" every 
attempt to junction in that capacity. If we do not, 
scK'ial pressures ^11 cau.se schools of medicine to 
provide these junctU)ns for themselves and 
sc hools oj public heallh may well end up as part 
of the alhdd hecdth professuins. • ^ 

Relationships between 4lie hools dre depend- 
ent . . on the muttial respect Of the faculty at 
every level. . . Thi.s^ c (xrperative* ipitft .can be 
jo St e red by . . . ' mstrumvntcdities for ey^e ratin e 
research, teaching and semce. . . . 

The estabhshment of jcfirit academic prc)grams 
ii.e , M,D . M.P.Hj joint educational endeavxfrs 
' i.e.,^dec entralized ediK atiomd c enters for continu- 
ing educ ation and the maintenance of a cordial 
spirit between the schof>l deans is more important 
m effectuating positive ac tion than any pattern of 
organizational stha tare. 

In the 70' s 'medical students should get, more 
exposure "^to social medic in^. This cOn be 
achiewd through a sharin-g of School of Public 
Hecdth fcuidty^itt^ the School of Medicine. 
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Thi^ schodis of puj>lic lyemlth {nub remain^ 
autonomdus graduate schJols capable i)f afford- 
ing opportunities aHytfnce J ^training at the 
mast^'s and, doctoral level of ali the various 
" ' proffkSiofial and -pargprofessiondl grouf)s Korft^* 
. prisiftg the Ij^alth industry} The ^(wls' represent 
the singlf^ g^dup ,of institutions which afford 
opportunities for true interdisciplinary ^collabora- 
ti<fn t:{f' '*peer gfoups/' The schools of medicine 
muft ^Snd'shoijld give priority to their own 
profession ^and should^ have faculties whose pri- 
mary inreresU and expertise lie ,with the tralrjing of - 
medical students and^ pifysicians. Schools of pub- • 
lie, health', or*the o^h^f hundl should attract 
faculties whos^ interests, inefinatix)n^nd e~Slper- 
/(V allow then} deal with trmuc/'l^rmkjtmufjge 
oj individuals cotning ^rom more ^fl^PJRkf'^- 
^,„^ounds and coverirrg 'the entire g^m{a of the ^ 
\ health professional field, ^ 

Schools of medu ine should ^tkave their rnv/^ 
separate departments of preventiv^ medicin^' 
which eri'sure^^at medical si^denis are well 
grounded in the. epidemiologic principles and 
metHods which underlie sound preventive mecfij 
cin^ ^ogfjxms. Thefe shbi^ bf a)nple- course 
I offerings available to medical students to allow 
them eleeiix'^opporlumties in some df the^ "ad- 
miriistr^e ^^icine*^ specialty Hireas^ and theses- 
could be offered by sc hools of ^public health for 
medicfil ^udents in their owty universities as Mell 
as for ptudents in other neighboring universities. 
HowAer, the [physician musNk:^ equipped to'deal 
mth me clinic dl aspects oj ynedicine — regardkss- 
of his later specialisation interests or his actual 
' area of practiw^ irf Ha-ter life. Therefore the 
primary c oncern of the medical school should he 
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Service activities should 'b»e jn , 



1 



[^wij/^ the^thainihg xrf ghysiciafts comernejJ withjhe 
^S'qre ofjHe patient, JTJ^e^rim^ry concern of the 
school of public healih^should be with the training - 
(}f all f^Jalth proftssionals. includit^ physUians^, in 
' the^^pecidlized problems of popimition and com- 
m^ity health. . ^ / * 
4 * . . . . 

*\ ... where Sc fii){)ls of public health exiit: Is ^ 
^io'uld not favof: V^f existence ({f a separate 
, department of preventive medicjfie and publu 
" health,. This dual existence leads'^to'kolattcfn. The 
* faculty of ^he, schools of puhhc health must 
rtaliif and internalize 'the Jmportancy to them- 
selves of being an integral part, of th^ sCh'ool of 



consortium with the 'other professional schools 
father than individualistic {same for research)' " . 



In* my opinion', .sahadts of publ{c health ^e 
unique institutions fOr which there is no substi- 
tute. Their missions we directed at the study and 
solution of community problems antd their stu- 
dents are prep^ared for this purpose. Departments 
' of community medicine, in my experience, dre 
primarily concerned with the. preparation of physi- 
cians to deal with personal' health problems in an 
organized fashion, but they do not -pretend mto 
{rain their students either to spec ialists in the 
scientific: fields (hat underlie public health nor' to 
be matiagers oj^ "major publil private enter- 
prises, - ^ * * 

' Accepting these ^i1^ to be factual, I cannot 
but conclude that if would be a mistake to 
blanket schools of public health into medical 
schools. At the same^time, f^irmly .belike that 
there must be the closest possible relationship 

established between the two schools, and pafticu- ^ 
/Jr7v yrith departments having similar interests 
(^'g^,Jj}^<:if^^, radiology, psyx'hiatry, community 

" niedicine), when they exist on the^ same cam[m^<^ 

. -^k^lati(Tn ships depend on^ people as much as 
administrative structure :^ 
— The 'ideal relationship would nohhe limited to 
public health-medical school, but Mould incllide 
-all Health sciences,^ as equal pttrtners, * 
— The ideal relationship would be a collaborative 
one in teaching, research and' service. 

, . . A joint cornmittee ofthe ^fe die a}.; School 
' and )he School of Pubhc tfealth should meet 
regularly relative to teaching of medical students 
by faculty of the School of Mublic Health. This 
committee mtght- also serxe a^ a jok^ committee 
for the combined *M . P.-1if,P.H , program^^ It 
would he helpfuC if a member of the M^icaU 
School faculty sat on the Executive' Cdmnut^^^^dfX 
the School of Public Health in an ex officio 
c opacity \( nonvoting), and a member ^f the ' 
School of Public Health faculty, continued to 
serve drtjthe Medical School Executive Faculty as 
an ex officio member, ... Joint departmental 
appointments are desirable where there is intent st 
^in coUc^boration in teaching or re.search. Seme 
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representation oj eavh sihool oa^the i^rriiulum 
committee of the other school is desirable^ A 
'separate administrative and financial structure for 
the two schools has proved to he most usejul 

« MEDICAL SCHOOLS ^ 

Among the mecllca^' school depajtmenls, respond- 
ing to the questionnaire about half reporiedj^' 
convbinatiop name, such as Public Health and 
Epidemiology, Preventive Medicine and Community 
Health, Family and Community M^^dicme, and the 
like. The flavor of the departmenf names may be - 
'seerr im. thc^rrumber of tifries that tertain words 
appeared: ^ 



73 
51 

38 
31 
9 
8 
s 



^ ' . , Medicine 
^ Community 
4 ^Preventive * 

Health 
• . ' Faniily^ 

, EpidemioIJ>gy 
Social 

* While several of the departments of preventive 
mMicine indicated that ^they earned re^nsibility 
fgr teachmg the newly ernerging specialty of farr^y 
practice in their schools (n^ofe than nine ^indicated . 
by the term *in their title), tbe dominant pattern 
seems to' be for separate departments for tl^s field. 
Thirty-two of the reporting schoo^ (aboiU one-third) 
have already established independent department^ 
of family practice (including a fe^' section* in 
%5lgpartmiJnts of medicir^e), ani^ anotpN^ 28 are re- 
ported Ay^e considering dbing so It i§ worthy of 
note tHat Onl> five of the departments indicated that 
' consideration \Vas now being given to establishing 
schools, of public health where these do not pres- 
ently ^st 

In contrast to the extensive commitmeiit of 
sctajpt of public health to awarding graduate de- 
grWs. the departments of preventive medtelne are 

J' minimally invoked in degree-onented graduate 
ration. Only 14 -of the medical school depart- 
ts reperted aHp-ding such xiegreei* during J972 
2 others n^ti^ned degrees awarded by ar- 

rangemeht with other ^departments; 6 awarded only 
one or two graduate degrees during the year and 
justLijsctoool awarded more than , I OV i 

In addition . to. physici^ps almost m\ the depart- 
ments 'of preventive* medfcine mclude on thefr^ 



faculties a bipst^^ician, usually ftill time, but in a 
few instances the, medical schools maintain sbparate* 
dejjartments fcr this discipline A^i^ge majority of 
preventive medicine f^ulties also include someone 
in' behavioral science, and most ilPsocial worj^. Only 
a few mentioned faculty n>embera^Jj[i environmental 
health. A wide variety of other discrfjlines ^wej^ ^ 
represented. TTiere 13 great variation &"the size of', 
departments of 'preventive- medicine, from a very 
feVv part-time faculty to large departments ^ith full- 
'time faculty in many fields. , 0 

M\n\psl all the depa^ments. reported being en- 
gaged in some community health service i^ctivities, . 
abo(H half of\{hese quite extensively. In some cases . 
this kind of e^ydeavqr obviously involves a'largie' 
proportioi^l^ faijulty effort. While several depart- 
ments menttoned> local health department activities, , 
more commonly the departments reported being 
engaged in the ne\v fonrns of ambulatory care being / 
established in cofrimunities, such as, neighborhood ^ 
ihealth centers, drug abuse ciinics, and the like. 

The item -in tbe questionnaire calling for the views 
of preventive medicine department chairmen /on 
how training fqr public health should be conducted, 
and particularly the role of departments of pr^even- 
' tive medicine, brought a substantial response; Most 
prevalent, was tbe idea that departments of/preven* 
tive medicine sh<^y|^i teach medical students the 
basic elernents of preventive medicine (s^eral mep- 
tioned epidemiqjugy spiecifically) and on6nt studente^ , 
'to public health, leaving. gradua^ pr^^paration for. . 
prof^ssiohar careers in .public 'health to schook of 
public health. Many mentioned rf^i^ncy tjiining in 
preventive medicine particularly, \o' pr^f^P'physr- 
cians to assume managenj^'respjeinsibilitiR io new , 
forms of^ealth care delivery. Several emphasized^ 
collaboration with schools of pgfDlic health — present, 
planned, or potential— in the ^graduate education bf ' 
physicians. ^A small numbe/ asserted that depart- 
ments of preventive medi9ine cquld offer training 
equivalent to that assailable in schools of public 
health. 

To give a more direc^t flavor of the responses the 
following c ^cts may be cited: 



^e prep re physicians who wish to retain 
c liniml responsibilities dl^d activities hut who wish 
to he /ihle to allocate health c ar^^resources 
apprcfpriqtety for established needs of a defined 
population. We envision such physicians to be 
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clinic or HMO medkal directors. We \idvise 
^stgraduate clinical experience in medicine and/ 
or pediatrirs: som/e formal 'course work in medical 
core planning, evaluation, organization: experi- 
ence irrsame. ' J 



The most urgent\^eed in public health is • 
broadly trained aAd'^ experienced rr t^gers^ both 
physician and noh-physician. Tho^e departments 
of preventive medicine^ t/4rr(^ntly engaged 7n plan- 
ning and orguni^ing new^ detivery system^ ^or 
the if medic alu eh^ers. are an ob\^ious^ resouwce for^ 
such trainmg vnd should move increasingly^ to- 
ward offering gradimte training in the tec hrriciues 
required to ma.iage large scale health care 
systems The basii sciences ibiostatistics, epide- 
miology, management science , accounhng, sys- 
tems analysis, etc.) are already generally availa- 
ble. The practical experience^ is being accumu- 
lated, and I believe o^r departments have an 
obligation to^move this actd/ity as quickly as 
possible. 

* The*^ possibility of expanding some of our 
departments into complete schools, of public t 
health ioit the University of Washington modeli 
should b0 seriously t onsidered, as should the 
develrrpment oj more programs the clinical 
scholars' modeL 

V / see graduate traifting for public health as 
ktainly^ but nht solely ^jJu" function of schools of 
fH4blic health, both at masters and d(K t(}fal levels. 
Otherf contribite — medical schools and other 
uniis^ of the university. Clearly, some medical 
school departments of preventive mjedicine shoulef 
^ he encouraged and permitted by public health 
program accreditation Agencies, togetf^r \\'ith . 
assistanoe from federal furiding sources, to de- _ 
vefbp graduate degree programs m public health^ 
cc^Hrtfensurate with their aSilities, resourceV and . 
opportunities . ^ . * ^ ' 




the^ schools of public health at UCLA, 
Univers ity of Wi^s jiiingto n , Puerto Rico, Okla-' 



■* be rare. Further, while only abput 20 per tent of 
the states have school& of public heQlth, ^pst of 
the states hoK'e schools of medicine, li seems 

' especially incumbent on schools in such States to 
exerx'ise leadership in publi^ healthy through iheir 
def^ments of preuetitive medicine, and\this may* 
include warrant for^ fhe-^rovisiSn of public health 
training. 

' ' • ' \ 

. . . medical school^ departments^f preventive 
m^didne have not considered enough t^eir capac- 
ity^ti) offer Ph.D. or other doctoral decrees such 
as Doctor of Medical Science m a pi^blj^ iiealth 
specialty, * . ^ ! 

. other units of universities ipu^ic adminis- 
tration, business administration, ehgineel^ng, eco- 
nomics, behavioral science, etc.) have the capa- 
bility of associating their programs With schools 
of medicine for training for tertain public health 
specialties. Should this be encouraged? 



The i hief advantage of the medical school 
department of pre^ntive medicine as compared 
to schools of pulm^ealth is .the intimate c ontact 
with clinical disciplines * involved' in clinical care. ^ 
. These fields also provide the model of learning by 
doing , under supervision. I see the rhedical schooh 
departments of preventive medicine playing a 'y 
special role in training health c^re mandgeri^jjii 
e valuators l^ecause of this close and often direct ^ 
involvement in health care delivery, t 

/ see diminishing role in the field of environ- ^ 
mental health Jn medical schools, but believe 
schools of public -health should develop intimate ^ ^ 
comtacts with puhiiQ health deliyejy^ ^systems 
where-^he graduate^student fohfinues a close 
preceptorMp "relations hip to n^^chool of public 
health during his field workTupt Orally there 
would be no sharp Jemarcatioti between the • 
period in the school of public health and in the 
public health praciicum. * - J 



> 
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homa, etc, all evolved oui qJ Teldtively Ttrong 
departments of preventive medicine and H is 
intpnrtant that this model fiyr SPfi ' development 
be recogn\zed and sustained. New instant' 
schools of publil health like Pittsburgh are apt to 



Tnere will continue to be for seme time, of 
course, a need for workefs in fraditional' public 
health fields but ultimately / believe that the 
\chools of public health are^ going' to have to 
cx)nver^ themselves into some, sort of direct 
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service -re ndtrtnfii organization in order to provfdi 
pertinent traminf^. - V 

Medical schiwl departments, have d res ponsibil- * 
irt' to i)nent medical students to the pnniiples of 
• public health and disease iontroi and to atquamt 
them with how ^^ople Junction in \ariou^\p^s of 
aggregates, about the SiKietal tohtext, and the 
roles of health per^t^npgl m service systf^ms 
Through the activities of the department a pro- 
portion of students should he rei^uited ui4o J he 
health ~f eld as pr-o^ssjonal public^ health phxsi- 

fiaf^. Theit students shfiuld bP^gnen tpecial 
pportunities througi^lei tives to lear^abAit the 
role and h^e an opportttrm\' to in it dut to some 
i exWnt in varwus re ul4ije field situations 

To me — publu health' means an Intervention, , 
ac tion-itriented program for enhancegjent of the 
o health of the popufation I ^o not bcli^xe that tJiis 
^ can be realistualh or effectively taught in any 
setting other than one in whuh thif actix^ftv is 
being c arrie'd out 

For this reason, a medical schcxd environment 
' ias now constituted) is a better site for^ 'j)ubkc 
health' tniining. Current publi^ health school \ 
environments do a beautiful fob oj triuning ana- ' 
lysts, buKstatistu lans, and other mtthoditloiiists — 
wnic^h are^ budh needed talents, — but are not 
efigaged in piSlu health 



I Mediccd school should prcnide bci^su input jor 
/ all ph\sicuins rc^ardle\\^ of specualty career 
choue School cfj publu health should he truly 
post-graduate for those desiring a < circer in 
prexentne medume fas defined by boards) AJtrt- 
native input within medical school departments 
should also bf^ cicceptcibk for post-graduate tram- ' 

^At present most oj these 4^'iiarfments. includ- 
ing our Own, 'do not hci\c the scope and numbers 
- of faculty^ required jor efjntivv training for public 
heialth. Training for puhli^healtl^is best done in. 
"^schools of publu heultti and in communitwhealth 
a ge ne ies . — — 

Beliv\e tr coining in strorig depaftments oj pre- 
ventive Aedkinc should ^he c onsidcrcd'equncdcHt 
to that m schools cjj puNichadth' 



trend in recently earSgtoward academic 
health centers versusr mAtital centers-^n name 
at least — br speaks an increasing emphasis upon 
maintenance and promotion of health^ In our 
department. aS with'^umerous othi*r medical 
schools, qn effort in family practice of primary 
c are is growing because of public pressure and 
prc)fessional recognition. For undergraduate med- 
ic ai trainingi a department of preventive medicine 
is still vital in medical sVMool. Residency training 
,in preventive mectitjne should also^be a feature of 
jkis effect if the department is Strong enough to 
support advanced stnc^ents. An academic ^hool 
^ of public health can ex^rt aleavenir^g influence in 
)he university by nil^rging with medic aC school 
activities or programs. The growth of schools of 
4illied health professions is another realm in which 
medical and publw 'health schools ate' promoting 
th^ rec ent concept of ac ademic hedtfl^ce^.ers. 

Training for^ traditic^nal public health activities 
shcfuld be given in schools of^ubli^- health. 

Schcfols of medicine can give unique training 
opporturfitic^s to fuJure academic teachers of 
preventive 'medicine/^lanners ^and managers oj 
health care delivery programs, and jcHnt training 
in preventive medkine ana another cHnnal spe- 
( lalty * * 

Departments oj cjommunity medicine that have 
sujfu lent resources (and this is a must) should 
develop strong residency programs in community 
medicine. Where possible for example, geographi- 
-callw liaison of such programs should he ex- 
ploradM'ith schools of public health, fuirtk ularly 
where dfpth c)/ specializaticm may be important m 
an individual xandiiate\s training-. For example, 
one year of a three-y^ar program might be 
obtained at a schooLof public health (MPH 
jpquivQlent year). The medical school &ould better 
support the clrnual, field research, pnd teachen 
training aspects of residency programs. * ^ * 

Modern medic ql sc hool c qrricula leave little 
rtHim for teaching public health. In depth instruct 
. tu>n in this discipline must necessarily be done in 
~sc hoots oJ pubtiCfknlth where sanitary engineers, 
* biostatistKians. public health administrators, fo- 
ci dl workers, epidemiologists and pubhc health 
nurses are avadable to gtie a ccHnpkt^ prc^t^fi 
of instruc^tion. ^ ^ 
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Medical studenJs, on the (ftheis hand,' should all 
be taught the eiefnents of prevention. While 'there ^ 
is considerable bverlapptng between preventive 
medicine and pMic health, the two are definitely 
ntft the same. / ^ 

/ expect thLt within the hexi S yeaf^ the 
developing depurt/nent:^ of SiKidl and for Commu- 
nity Medicine in our me dual Si hooLs will have to 
play a key role' with probably a se^e^'tix'e <omple- 
mentarity [sii ] between themselves andt with 
schools of publu health 'in Ttfr^^to or in Qie 
USA. • . ' ' 

Undoubtedly ti ver\ c areful exchange and 
discussion of ideas between interested educators 
facing such a possihh integrated future approach 
atid thiyse 'ini the traditional pul^ii -Health sthools" 
IS essential * , , ^ * 

synergistic-* pn) gram might he loi^eived 
whfreby the laboratory . 40 gra( tu at or clinic at 
component the training for publii hejulth undd 
be developed h\ the ^fpartment of iommtmTty 
medicine in conjunc turn with -a neighboring h hool 
of public healt^. ^ ^ ^ , * " 

Jn summary, m\ experiences lead frie to the 
belief that the multiple tvpes of initrurtionat ^ 
programs and the variety pj fat ulty whiffi need to ^ 
be brp^ght together ^or a siatessful school ^jf 
public health do not fit easily intS tfie org^nira- 
tion of a medical school. The close association of 
medic ai faculty and puk^H health }M ulty is highly 
desirable and their dssdnation may provide an 
excelle/tt basis prr im orporating other fy'alth 
schools^ into group a( tivity train student ^more 
effectively jf/r tfie health programs of {he \tiheL 

Althcmgh I j:oiM^gT>^on at ionsiderable' length, 
_ 'S3^o jormulate the relationships briefly* 

as follows' it seems to me that the department oj 
preventive and S(K lal medic tne should he refamed 
as an entity in the mediCLil sc hool with a 
yelatiiety moderate siie.fact^ty. it should ^f you , 
will par^don the expression, serve an advtKac^y 
role in the school of public health to mohitf^je 
appropriate resources for the teac king of medic ai 
studints and also to reimit medical students for 
wdHt in the \uriou^ departments of tiie schoofloj , 
^puhUu iieaith and ^aho, to work {^r degrees ij^ . 
pabitc health ^ ^ ^ 



, / wenf thrcmgh ci 'period pf wondering whether 
there was a genuine reasc^n for the Department to 
continue to fxis^. i hqve come to feel rather , 
strongly that If it" did not, the interests, of the 
med^i al ':it adepts rni^t be los^ in the ^demand» 
whii-h faculty members ()f the School of Public 
Healtit inevitabbrhave placed^l^pon ihenf. To be 
sure, all iff *thi^^ assumes that the depctrtments in 
the- ^chd0i ' oj PubHc Health' would be provided 
with std^ng patterns which t alee into^ ^account 
re^fponsidUities fiir medical student teaching Mnd 
risearc h I>f^)rt unities. . . * 

• N > . ~ • 

Medical .Scfm^'wpdrtments {preventive medi- 
( ine^ public health' and^or community, m^dicin^) 

• shoidii have in ^p/^ education *in behavioral 
sc lent e and quantita^iye methods (epidemiology, 
bu>statistics, and 4 he decision prcKess) as M'ell as^ 

• the more jraditi^dl preventive medkjne and 
public health mntent. in addition, student expo- 
sure at the ci)mmunitv level with 'the delivery 

• 's^'Stem^ IS essenfiai tone urrent inter-relationship 
'%i(h_a St hool of^public Mealth would be ideal 

duriffg this process Jtnd combined degree pro- 
gfoffi^s pi)sslble and encouraged. • ' ^. 



Unless 'Public Health' undergoes a change in 
dejlnihon, i do not see. a* regular lole for 
depahments of preventive medicine in > medical 
schools in sucli traini^. There will always be 
special cin umstances &pd students who could ^ 
involved in mfdwal school departments of preven- 
.tive medicine, but i dtfUbt tiuit this would be for 
' degree purposes in general, f think that schools 
of public health have quite anoth^ resfMmsibility 
and need which are not realizable in sch(X)ls of 
medic ine^. This in no way should be inferred as 
meaning fhat there cannot be cooperative effort 
both in ypsearch and training between the scjhqols: 
-of medicine and'.^ hools of public health. There 
are certainly many plac es where this could} be 
dojter fqr example, some students in a school of 
public health might desire some cttnicul experi- 
ences, which \'ould Be arranged through scfiools* 
qf medjcine. The sjt^m^^ould hold for epidemio- 
logical investigationsmvol'ving* clit}ical sit i/ttt ions/ 
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The role of medkal school departments of^ 
preventive medMfxe and community medutne 
should be to introduce meduaL students to this 
holistic method of viewing ill health, and to 
respond to and encourage individual stinients' 
potential interest in'thlsurea of medicine — that is, 
treating population^ f>f people, rather than indi- 
vidual disease eutittes. Presently, ^vxe feel our 
responsibility ts to teach ouf. students that ill 
th occurs as a community problem, that it is 
infifienced by social, psychological, and political, 
ell as organic factors We also focus on 



as 



economic factors influencing the availability of 
quality medical care '* and involve our staff and 
students, in the planning and implementing of 
health care services to undersened populations 
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gLKSTlONNAlRJ- ON REl^ATlONSH IP OF 
.SCH()(M,S Oh PLBl IC HhALTH 10 

SC HOOLS OF VU-.DICINE " ' # 

1 Niame of School of PuMu Health 1 _ .. — ^ 

S - - ^ 

2 Dttie of Us esldhlishment , . — • ~ ^ — 

3 Number of graduate Nludents 19"'I-1972 _ _ ^ 1 — . _^ 

4 Number of ^"ddudtc degree> dwardetl ,iy'n-19^2 1 — 

^ Does parent Lniversit\ alst) have a medicdl Nvhot)!'' Yes No 

6 If no skip to Item !8 ^ 

If ve.s piease complete items ^-18 » ' 

^ What other health professional s<:hiH)ls Jlhts the Lniversit> rn^.l«de ' 

Dental ^ , , Yes No, 

Nursmg ^ _ s ' Yes No 

' Pharmac> • ' , ^ ; ' Yes No 

Other • / - - — ; 

specify . ' .. _ - „ _ •« _ — ; = 

8 VJfidt IS the apj?roximate ph\sKdl distance between iKe offices of the Dean of the Sohool of Pvibtic Hea th and the Dearvof 
^ the Medical Sthoi^>l ' 



tfeet or miles » 



heme havt 



9 Dijics the School of Viedicme ha^^ apdH from the SchLH)l-of Public Health a DepaHment specifically awncemed with 
* Pri^entive or Commujiitv MedKtne* . , Yeg % No 



If s ndme*t>f Oepartmeni ^ - — ^ — — — ' 

10 Do members of ih2 fiRiitv of the Schtu^f of Puhln> Hedlth have jomi appointments m the Schtx>l of Medicine'^ 

' . ' , . . Ye ^ ^' No„ 
If ves s^if\ the depdrtmenis m 4he ScTiool of Medicine ir. whic^h su^h jomt appointments are held — — 

lOd Do members of the fdcullv t>f-the S^htn)! of VJ* dicine hdve joint appoint mentT^ the School of Public Health' 



Yes_„__ No_ 



If ve^ specifv the departments m which suth appointments a*e held in the SchtX)l of Public Health ^ — ^ 

II What required"vOurses Mspeufv J _ . — — ~ _^ ^ — - 



V^hat elective »-t>urses ' <sF>eLHf\ i 



12 Do the SchLK)Kof Medicine and^?uhlic Health offer joint degrees, e g M D 4nd M P H ^ . 1 No. 

I 2a Di") vou have anv spe<.idl arrdngcmeni now for medicdl students to tdke the whole M P. H course as an elecMve ' 

Yes No 

12b If \es Can thcv receive credit tow irds the* M P H ttu ring' the sdme period of time theV are earnin.q; their M D 

degrees* ' • ' - ' Yej5__.^ No 

l2c What IS the shortest period of »'me '^carsi ne^essdry for d medical student to earn both degrees^! M D and 

■ MPH)> ' . " ' ' Years_^^ ^ 

12d Di) >ou offer su*.h students P H S Traneeships^ ... ^ . es — . :no 

13 To what extent di> fd^ultv memberf of the Sch(H)l of Medicine participate in the curriculum of the Sch(H>l of Public Heatth''^ 
{ Describe bnefl^ ) 

14 List titles*of major rescarLh projects in which faculty members of Schtx^l of PubJii. Health and Schotil of Medicine are n%j^ 
eoHaborating 

15 r List major commt nit> service proje*.ts initiated b\ the Lniversity m which faculty members of the Schtx^l of PubliC^Health 

and the SchtK>l o» Mediv,me are now ^.oUabo rating , , 

r6 Describe briefly ddmimstrative relationships between the Sch^H)! of Public Hedlth and the Scht>6l of Medicine, eg Council 

of Health Science Deans joint pldnning enterprises etc 
\i ' Summdr*zc the -elaUortship between the School of PulTlic ^ealth and the Sch<K)l of Medicine in your University with 

attention to the histof>> values ami difficMlt^^s m the relationship as well as us natufe and extent t 
18 Summani^e your vie^^s d'n thc,ideaJ *:|ationshjp between schools of public health and schools t»f mo^iicmejor the 1970 s 
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QUESTIONNAIRE ON RELATIONSHIP OF ^ 
MEDICAL SCHOOL DEPARTMENTS OF PREVENTIVE MED4€f^4E 
TO ACADEMIC TRAINING FOR PUBLIC HEALTH. 



1 Name of Medical School u . - 

3^< ^ame of Department (Preventive Medicine, Community Mediciac, or bther) 



3: 

5- 



, Does Medical School have a separate Department of Family Medicirtc? Yes ]^Jn ' » If not, is 

consideratton being given to estabUshing one*^ Yes No ^ 

Number and type of gra^at6^4^rees ^warded in Department of Preventive Medicine, 1971-1972 



Yes_ 
>es^ 



NoJ 
-No^ 



Does parent University also have a School of^yPublic Health? 
If not. is considcratiop being given to eslabhsKfrig one? 
Besides medicine, what o^fier^ disciplines are represented bygone or more persons on* Department of 
Preventive Medicine faculty . . ' ^ 

* ' • ' Full-time Part-ulne 



Yes 



•8. 



Biostatistics 
Behav., Sc^oee t 
Social Work 

Other (Specify) - 

LisMp^jor community health service projects in which Department is engaged^ 

Summarize your views on how training for public health should be carried out, especially on the present' 
and potential role of medical school departments of preventive medicine in such trailing: ^ 



No 



- Yes 



No 
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DISCUSSION 



Maureen M . Henderson 



Dr. Breslow has described examples of aca 
demic relationships between schools of public 
health and schools of medicine in the United; 
. States and ^Canada dunng the past 30 ytars He 
carefully pointed out that our schools of (>ublic 
health were founded at varymg points of timc^ Tt^' 
some exleol then, the initial and sujl>5'equenl 
formal and informal relationshm^-^^h medical 
schools were to be molde^Tby time-related 
circumstances, includin^arying sources of fiscal 
•support, student ppffulation. and prevailing ap- 
proaches to •di&ease control.. The last should be 
giv^n se'nptTs consideration as a determinant of 
the cpnt^t and formal of educational programs in 
bj&tfThealth and medical schools 

A Simplistic summary of changes in the ap- 
proach to disease control over time is shown in 
Table I Distinction at the ^evel of- program 
activity is crucial to perceiving the appropriate- 
ness of medical scheol'or school of public health 
as the preferential site ot training. It should be 
emphasized that this sequence of appro'aches to 
control IS applied to one set of disease problems 
after the other. ^TechnicaL training of practitioners 
to maintain environmental control of "older" 
diseases continues unabated. This discussion is 
restncted to ihe^rainmg of future physicians for 
their conlemporarytole in disease prevention and 
^ontrol. I 



T4BLF I 



Conirol of 



Level of Program 
Activitv 



Infections by Envimnmenidl Measures 
Infectious Disease by Immuni- 
zation 

Chronic Dtscase b> Therapeutic Inter- 

venhon ^ ^ 
Chronic Disease by Risk factor 

Intervention 
Chronic DiiAse bv Lnvironr^te^tlil • 

Measures 



community 
community 
mdiViduai 
individual 



mdi^idual 
communifv 
. Lommunit>> 



OUr first public liea4h schools were founded at 
a lime when there i^as a general emphasis on 
control of infections by envi|gpmtntal measures, 
foll(^ed by a phase in which the control of 
infectious^ disease by immunization and similar 
procedures represented the new emphasis. Thesje--- 
procedures were first applied at a conxnHThity* 
level andi later at an individual,JeVel through 
personal physicians. First aWetft'pts to counteract ^ 
the effects of chroijic-cfis^ases focused on thera- 
peutic mtery^frttbn and itsKorollaries,' those of 
early^^Jefection of dise^e and a comjjrehensive 
,^'proach to i/dividual patient management. Cur- 
jenl practice/emphasizes efiforts at control of the^ 
anticipated effects of chronic diseases by altera- 
tion of risk factors Introductory programs have 
been focused at the individual patient level, but I 
predict they will gradually broaden into commu- 
nity level application and then int<^ period of 
concentration on control of the effects of chronic 
drseases through the application of environmental 
measures. 

Whether or not there is^general agreeno^rtt 
abo^it these summarized secfilar trends they at 
lea-st illustrate the 'point that it. is easy tp identify 
relative advantages *o graining in one or the other 
type of institution in line with change in the 
content and practice of public health measures. 

Dr Berg has described changes an medical 
schotol departments of preventive medicine over 
lime fl) It IS particularly imp'ortant to note that 
these departments have an ability to change 
programs to meet training need .This ability is, in 
great measure, the result oi their 'homogeneous 
student ^population and their historical^ck of 
commitment to formalized degree-awardU Bfc adu- 
ate programs It is unlikely that schools oHpublic 
health, with a. different ^tudejv( population and 
moVe formalized degree-;iwat3mg programs, could 
^ver achieve the same potential for rapid re- 
^sponse. If jOint training programs are conceived. 
It would be important to exploit this eharaclerislic 
of departments of preventive medicine to mutual 
advantage. 

■ Events in other countries, whether introducing 
innovations in existing organized health care ser- 
vices or developing entirely new" services, can be 
drawn uP^^ti to pcedict patterns of change in this 
' country A- elected , ^review of the. ^peVi^nce of 
^ ot ^r^c o u n t r i e s ^su ^ge s t s that j^^^^£_J:^Pji^i_ 
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Stales will be faced with increasing pre*!»sure to 
make efficient use of health professional educa- 
tional resources 'and institutions, and \ks provide 
training progra/tis 'which will ajjow students both 
to learn and to develop new role mcyJels Both 
pressures can be met by an^-^^ij^**^'^"**' system 
that identifies levels of scientific^ducation and 
levels of training in specific skills, and is prepared 
to offer education and tramiilg at appropriate 
levels to all students who need to reach that level, 
whatever their #if!4l career goal 

Schools of pvrbliC liealtn are nearer to this type 
of education than (Mher health professional 
schools and should i>e m a position to give 
Jeadership to other schools if the^ predicted pres- 
sures materialize. It is interesting to note that this 
approach to professional healtfi education and 
training requires objectives of undergraduate med- 
ical studenV education similar tonhose adopted itv 
the United Kingdom** In that country . thpy-have 
' agreed that medical school education >s to prgvfde 
"all :hat is appropriate' to the undersiandmg of 
medicin^ as an evolving science and art to* 
provide a basis for foture vocational training It is 
not to tram doctors* to be biochernists-, surg'eonf * 
general practitioners or any pther/km'S^f , special- 
ist: the fundamental requirement is t'hat basic 
medical education should give the student knowl- 
edge of the sciences upon which medTcme is 
based and an understanding of the scientific 
method.* (-^ ^ 

The current trend in medical school education 
in this country is in a different direction, namely, 
.an increasing tendency to track or systematize 
group's *of students— a format thai encourages 
early specialization If continued, these trends 

* will itkely lead to an earlier or possibly premature 
separation of medical students into gjfoup^s di- 
rected towards basic science,* clinical, and com- 
munity health practice In sum. this dispari)^. 
between evolving patterns, of education ^nd train- 
fng in ftiedical and other professional schools ^nd 
m schools of public health should be given 

^ consideration m relation to future needs and the 

* possible development of joint prografns 

frently, there is WT>rld-wide .interest m the 
pment of eCfie^ertt-jhtjcgraieci health care 
ry programs 4n^Squal en^hasis on the 
pment of prouBi management skills The 
Departmeh||^Health and Social Security 
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has published a report of its^Orking Party on 
Admrnistrators-'Ci). Jn %hy:lu;d|^-^^ is made for 
including physiciarisMrairyM i^ the specialty of 
community medicifie as eftecutives and managers 
within* the newly grganized^nd unified national 
service. This new role isQdistiri^ished from the role 
of advisor an4 teacher in community medicine, and 
in my. view its introduction will increase* national * 
needs for the latter. In^ thC' published program of 
work for 1973 tQ ^977 (4), the Director 'General of 
the World Health Organization (WHO) has stated 
that "increasing government involvement in the* 
control 9f health, services will dictate the tiecessity ' 
of preparing^^uitaMy qualified and experienced 
health managers capable of forming links between 
the technical components of the heakh service and 
tl^ administrative aiiff legislative components of 
^ovenyftnt/' These and oth^ statements reflect a 

^ consensus that high-quality program managennent 
and ^V&uation are fundamental to comprehensive r 
health service j)r>pgram developnfient, that ascertain 
proportion of administrators at *all' levels must be 
physicians and that community medkine training is 
Uk best medical specialty training for this group of 
administrators. 

The Bntish advocate a 3-'to 4- year pOst-graduate 
specialty traim1%jyogram which includes supervised 
in-service experience in a vanety of operational 
circfimst^ces Th^ir training programs "will be co- ' 

• operative* .ventures between academic aad profes-'' 
sional-bod^s and health service authorities. Appren- 
ticeship training is to be complemented by Ibrmal 
academic education in the sciences basic tQ the 
practice of diseztse prevention and control. The 
sciences will include those ba^ic to management and 
to the implementation^ of social organization. The 

' World Health Organization will pay more attention 
to providing .raining services irrboth administration 
and manage mvM)t of health sefvices and will empha- 
size modern scientific and tecHnical methods of 
management adapted to local coiTditions. 

Dr. Breslow's analysis of the results of his 
survey notes that sevcial medical school depart-' v 
ftftnts already have sp'^ecified interest in -training 
both physician and nonphysician^health-car^'^an- 
agers These depanrnetib tend to emphasize the 

''*need for available ongoing/ servicie programs in 
which apprenticeship training can be pursued. 
Some schools of public health have described 
long-standing training programs which use health 
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departments for in-servicc experience, 
recruif to the field of formal specially ir 



A recent 
specialty trammg in 
general preventive medicine is the Center^or 
Disease Control ,\t\ Atlanta, Georgia, and its 
wide-spread service programs have become avail- 
able as vehicle^ for this form of in-servfce train- 
ing. Schools of public health and training pro- 
grams run by public healxh authonties have hardly 
begun to emphasize^ and .specify the content of 
training for managers. ^ . 

• An obvious But perh^^^^ver-simpje sugaeition 
IS that these particular career^ provide a unique 
opportunity for the specification of collaborative 
training programs ^vvhich. would make maximum 
use of the academic and broad disciplinary re- 
sources of schools of public health and the clinical 



This is an appropriate time for the l^aders^lfi 
public health and general preventive medicine to 
review their total teaching resources and aim to 
utilize them in so efficient a way as to favor the 
ii^roductioft.of innovative, contemporary training 
programs. While recommending the developm^eijt 
of truly collaborative training* programs r I must 
stress the urgent need of wide recognition of the 
exceptionally important and unique responsibili- 
ties and mission of the* two sets of institutions.* 
Undergraduate health professional students must 
be prepared for the future. Exchanges with coun- 
tries with health services in more advanced stages 
of organization than our own suggest that past 
deficiencies in the professional health schools' 
curriculum must be anticipated and compensated* 



programs belonging to, on available to, deparH-— ^or by pfervasive and high quality education in the 



ments of preventive medicine Very tentative and 
early steps have been taken toward this^type of 



joint 



within the context of contract- 



training 

supported, large-scale, -population-based studies. 
These studies serve to build new, if narrow, 
bridges between medical service operations, ,usu- 
ally in medical schools, and a limited number of 
departments within schools of public health. Re- 
search of |his type is likely to increase if mprt? 
stringent public questions ^re ask^d about ef^'ct 
and efficiency of. both medical and health cafe 
services and programs This is another arearv^here 
existing relatiorfships sliould be^considered* for 
exploitation to further the development of training 
programs ^ 

A second-trend in professional education in this 
country is toward a reduction irt duration of the 
educational process acoi^mpanied by an ii^rease,. 
in technical training The result is disprojjbrtion- 
ate reduction in scientific educatio/i in medical 
school, a direction likely to require, m the long 
run, addiliQjal compensatory basic science educa- 
tion in most residency training programs In its 
requirement uf postdoctoral academic training in 
its basic sciences.|general preventive medicine is 
ahe^ad of other clinical^specTalties and has a 
unique opportunity to pr(^ide leadership in the 
formal of specially medical; training. 



principles and applications of community health 
sciences. For a number of years, therefore, 
medical school departments of preventive medi- 
cine nmst educate both faculty and students in ^ 
these^scienc^s and must serve as theJhitial gpurCe ^ 
of recruitlhent. Schoels o^^puWic heal,tfi''^must , 
prwide advanced training in priiclice and in 
rfsearch^methods and implement^ research 

which will expand ^oth the^ knowledge 4nd tfi^ 
lorizon of th^ield. ♦ • 
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VISIONARY AND REVISIONIST VIEWS 
OF SCHOOLS OF PUBLIC HEALTH 



Reuel A . Stallones 



The origins of formal education in cotnmunily 
heaJth in the United States have been iiaced a 
number of times. The accounts do not always agree, 
but the discrepancies likely can be accounted for by 
differences in definitions and in the institutions from 
which the authors received their own^ degrees. 
Sometime in the I9I(^. graduate education in com- 
munity heaJth was begun, aud there was a formal 
designatioR of schools t>f public health in the 1920s. 
The development came out of the sanitary/bacterice 
logical revolution'of the 19th century, and. despite 
the. prophetic adjurations of some., the earliest 
cducatidrial programs in the schools were devoted 
very largely lo^ medical microbiology an(|.|he control 
of communicable disease's. * 

From this a pattern, for schools of public health 
emerged; they were organized irUo 4^|Mnienls that 
carried disciplinary identification specifically '^pkie- 
w miology, biostatistics, environmental health, and* 
administrative methods. As new progrSfhs emerged * 
or grew in importance, ihfty wert likely to be 
declared to be disciplines and. in some spools, 
added to the structure as new departmentsX 

Although curncula were reviewed and modified 
frequently, organizational forms changed very littk. 
The result was a^ progressive fractionation and^ 
diveiigence of the factions: the schools were held 
together by a core curriculu|gpcomjjj^ed of sepa^ 
rate courses or a more or less inte^rS^pcpgram of 
instruction.. The core curriculum reflected allegianj 
to the origins of public health with emphasis 
epidenliology. biostatistics, environrncntal heatl^t^ 
and administration . altered only b^ the, addition of 
.some behavioral science in son^^f Ae schools. 
' The rigidity of this pattern was'^prpmpted by the 
edicts of the accr^i'ting age'ndy. the Committee gn 
ProfcsstiMial Education of the America^ i^ublic 
Health Association. 

By about 1955. some muttering comglaiiits were 
Jieard concerning the core cunjculurit;.this was due. 
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at least partty. to the desires | of the splintered 
' specialty groups for more time in the sun for their 
students. In the 1960s substantial variations were 
introduced, usually in the directions of increasing 
the elective hours at the expense of core courses. 
Opinions surely vary, but this can be considered to 
have further decreased the likelihodd that commu- ^ 
nity health would be viewed as an area worthy of 
study for its own sake. 

The central issue in education for community 
health is whether community health (or public 
health) represents conceptually something more inte- 
grated than the separate activities of a number of 
professions. That schools award master's and doc-^ ^ * 
loral degrees does not answer the question, because^ . . 
the degrees are umbrellas covering extraordinary 
diversity. Usually our notions of what constitutes 
academic discipliap are determined by ideas derived^ ^ 
from science, whelfever greater specialization and 
narrowing have differentiated and defined the fields, 
and little prestige accrues to those who try to 
. understand the intersections an^inierrelatiohs be- 
tween fields. Gommuiji^ health can hardly be 
^defined as other than the coalescence of activities of 
people from many fields concerned with health and 
iUpess within human communities. Therefore, the 
discipline ofi communis health mu^ c^onsist of the 
linka^e^ bet^'een these interests^jjnd the rationale 
and purpose- fof assembling them. Although the mix 
of professions changed as the problems ad- 
dnessed have jpihanged, t^s definition of.^ommunity \ 
health is relative!^ stable. 

Th€H|e concepts are material to an understanding ^ 
of-relations betweert schools of public health and 
departments of preventive medicine, and of alter- 
^ nate v\;ays in. whuth educatiop in community health 
might l)e accomplished within a university. Among 
the possible piodels are:. - - 

I J A free-standing school oT public health on a 
■ ^ ^ caf^us with or without a medical school. * 

^.'^An academic COTsortium on a general campus 
^ with'or without 3 n^fedical^5(^il* ; 

3. A vonsortium^o^ health psofessiohs in a health 

^ science center. ^ , { 

J^verth^less/ while a£ of .the schools of pubJ)c 
healft %^ United States ^shart campus^ with 
sifTh^k of mediciner^ some" of ^tfiejn ,are not on 
general campuses. Pre!&ttmabtY/^4c pattern is' the 
• result of a view more commonly held eariier that ^ 
public health was a subspecialty of medicine. Al- 
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though several sthooli^ of public health developet' 
,from de^rtments preventive^medicine. add sev- 
• ?eral scbd&s serve as the departments for thejr Mster 
medical schools*, onl^ one .department now functions 
'■^ as an accredited schbol of public health. 

The emerging'^oncept of^^an academic health 
' science centeiiiseems to be attracting much fav\)r. 
and 'has significant imphcatiuns for the future of 
education for community health A health science 
center should. I suppose, incorporate at least three 
difitrent ^ealth professions schools intol a single 
a^miftrative ^^tructure. Some fe^rs hive been 
expressed thSt in this environment, a school of 



public health would lose' it» identity, and the 
important functions served by the school rtiay be*' 
slighted in^he competition for funds and-'space. 
That this hazard is feal cannot be denied; .the' track 
record c4'the medical schools in supporting these 
fuijctions IS not bright. However, only sc^' much 
protettionismMs defensible and if ihe'^^s^hools of 
pubhc health can only survive in some, kind of 
academic sheltered workshop, then we might as 
well bid them a fondJarewell 
" Most of the academic health science"centers seem 
now to be federations of autonomous faculties, and 
a^long as this persists, most of the potential 
advantages of the structure cannot be realized. 
Almost certainly, therefore, schools within the cen- 
ters will be required to give up some of their 
independence, and the bound^irifes between them 
wTII become blurred and perhaps disappear com- 
pletely. In other Jiealih profession^ ms wel|r as in 
community health, scientific disciplinary identifica- 
tion is no longer an appropnate -base for solving 
problems in the field, a?ncl hencC not a satisfactory 
approach for education in these professions. A 
/number of institutions have adopted procedures 
emphasizing the vj^lues of synthetic, systems-ori- 
ented teachings Conceivably these ideas eventually 
may be reflected m changes in administrative struc4- 
, ture' ^nd problerti-centered units, established with- 
out regard for traditional tiepartflienlal forms, may 
become more oommon 

An adaptation of matnx management is a useful 
way to preserve some of the advant^iges of aggrega- 
tion of persgns of like background and yet provide 
mixes of disciplines, as needed to attack broad 
problems A health science center can easily he 
conceived of as a systeer of linked matnces. with 
the linkages> occurring boJh according to the probv 
lem addressed and. by discipline. As the linkages 
increase in number, the distinctiveness of the 
schools will decrease, and eventually a school might 
come to be no, more than ar, specially d^nse cluster 
of activities in'th^ total constellation. 
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Kenneth D* Rogers 



1 have no quarrel with Dr. .Stallones recon- 
struction of the past. 1 find it credible, ant^ agree 
with him that one's view of the origins of schools 
of public health is heai^ily depvident upon dne's 
personal experience — the school with which he 
has been associated. 

I would add a few observations about the past. 
In4he halcyon 1950s and 1960s, schools of public 
health Were tvvice blessed: they had the opportu- 
nity to share m the largesse of federal support of 
biomedical research and they had lenefits accru- 
ing to their unique status as health profession 

' schools. They were able to accept mstitutional 

. supj^rt as weM as specific support of their 
edifcational programs" at a time when such support 
fro|n public funds was effectively opposed by 
organized medicine for sc.hools of medicine — the 
other major category of health professions school. 

The mutterings about the relevance of the core 
curnculum, which Dr Stallones noted, may have 
been uttered m the mid 1950s but they w^jQtf 
(where I^v^s) more the attempts of thoughtful' 
professionals to achieve e^ellence and to im- 
prdve what already was considered good than to 
'question the fundamental value of the entire 
enterprise. There were questions as to whether 

* schools were addressing the problems of mental 
health, xhronic disease, ^d aspects of the physi- 
cal envtronmertt othetjdian water and sewage-. 
Our own school in Pittsburgh added j^esgrams in 
public health, mental iiealth, and radiobiology. 
Although there were*ia^sures to specialize, 
within depaitments to the e^iclusion of exposure 

' to all departments, this tendenC%was strongly ajnd 
effectively resisted The core curri?tJk^n was still 
regarded as an important, and necessaryscite of 
passage for anydlie emb^kkig on a career"^ 
public health. ' ' ^ 

Dr. Stallones abruptly shifts from discussion of 
the conventional past to a series of definitions, 
among them a basic question' of the pr%§ent.. 
:*What IS pubird health?'* Is iroftfy an integration 



•of separate. activities o^^a number jof professions — 
a coalescence ^of activities of people from many 
' fields concerned with health and illness in haman 
communities whose discipline is the rationale and 
purpose for ^sembling these interests and link- 
ages between them^ One interpretation of this 
question^ is that public health per se is not a 
discipline — only in application. ^ 

I-do not agree with this interpretation, and..! do 
not consider it fruitful to debate it. Healtl^nd'"^ \ 
illness of groups of people is, to my mind, a 
phenomenon or set of occurrences which differs 

^in a number of waiys from health and illness i^ 
individual persons. I believe thav medicine is a 
disciplii^, even though it might be regaided only 
as the application 'of physiology, phantiacology,^ 
biochemistry, psychology, etc., designed. to un- 
derstaad and control individual health and illness. 
Application of engineering, management science, 
behavioral ^science, statistics, etc. to the- under-' 
standing anrd control of population health and 
illness,generates a unique body of factual knowl- 
edge and concepts whi^h, to me, constitute the . 
discipline of public health. 

^ At a less esoteric level, I should lik? to add to 
Dr. Stallones' description of the present. In the* 
past decade, the number of schools of public 
health has increased from 12 to 18. The number 

. of graduates has doubled {885 -ift 1961 to 1652'in 
1971) Durirtfe this time, however, there has been 
Imie change in the basic product— the terminal 
master's degree. Over 90 percent of the graduates i 
are in this^pategory. This is at a time when, there 

>has b^en a sharp rise in doctoral degrees in ma,ny 
fields and m which 3-4 years of -postgraduate 
*$^udy fepame' almost universal for physician^ 

- During the same decade the proportion of physi- 
cians enrolle4 in schools of pOblic health de- 
creased from 5 1 to 23 percent and only half the ^ 
enrolled physician^^ werfe U.S. citizens.. During 
the same period, tHe number -of residency pro- * 
grams in ^general preventive medicine in the 
Unifed Spates increased' from 3 to 21 and of 
resident* from 3 to 106. The number of physicians 

--^exjrolled in all preventive medjcine residencies 
(aer^^paiLJ^ general, occupational, and public 
health) w^s 21Sr TJiis was slightly more than the . 
nump^ of U.S. M.DJs enrolled in schools' of 
pu4^iG health. This may represent an alternate 
t/ainirtg TOiitero^irnitarcareer olyectives. 
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In JanjesTroupin's lif^al inventory of schools, 
of public health, he identified In 1971 the foljow- 
. tng professional categories of enrolled students: 

. physicians, administraldrs,. nurses.Jhealth educa- 
tors., statisticians. /dentists. bactenologlTts. dieti- 
cians. biologists, ^sanitarians. e<igifteers. behav-^ 
ioral scientists, social wor^kers. chemists.'.pharma- 
cologists* veterinarians, physiqists. physical .thera- 
pists, lawyers. a*hd iijciustnal hygtenists. 

In testim^ny.^befpre a Senate Committee m 1971 

. by the Association of Schools of Public Health.^ 
this diversity of student bac^kgrounds was- stated 
a!ra strength "Oniy in graduate schools-of publics 
health is it possible to find the. faculties, students 
and special curricula representative of th^ several 

♦ disctpfines and sciences relevant to ^he solution of 
today's health problems^ Nor only are physicians', 
detilists. nursies c^mi other. basically trained. heaUh j» 
prqfessionafeMnvolvtd. Dut also engineers.^ ec^no- 
' mists, statisticians^ kdmrtistrators. lawyers, urban 
planners, and other experts ,Vepre:»entmg natural 
and social sciences/' • 

^ ' Perhaps" diversity of professional .background 
was' a strehgthror at least. defensible, m 1920 or 
so' when Dr. Stallones dales the'atfvent of fifrmal 
public health educiition progranls The field of" 

' public;^ health pra?tice was considerably naprower - 
then/ arfd the di^versity of students less, Thesie 
conditions no^ longer p^pvail i question whether it 

^ isr any more reasonable tp think of a common 
educational program such as the MPH'as the 
appd^priate preparation forg|dH professional per- 
sons workfng in pubhclflalth than it is to 
prescribe a common educStion program for physi- 
cian*. nArses. and therapists because they all give 
individual patiei^ care within the hospital 

Thus, m an era of specialization, graduate 
schools of public health do not appear to have 
held their relative position among graduate train- 
ing programs. The master's' level preparation, 
whjch -was infrequent m 1930. is common today. 
% Is todayN'master's'level progragi in pubhc^ealth 
a pr^paratio^for more than fniddle lev^ prbfes- * 
sibnal activity?, Does the engineer^ or physician 
really Idhrn to apply his disciplirfe'to public health 
problems and Team the factual and conceptual 
knowledge as!SO(A{ed .with this'^ / 

My own background m medicine prompts me to 
asic another 'quesjjion about present' publjc health'^ 
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that IS. do they use-fuUy 
# ♦ 



(or at all) the real' world -if public he^h practice 
in fhe way tljg^nedicine, is taught iiy a patient 
care setting? Is^ public health be\j0Uugh\ by 
tho'se activ<tly engaged in practice'. ancTlnquiry 
bemg mad^ in; the subject areas they profess? 
This IS not to imply that programs shouFd be* 
vocational io^rientatipn (I^n write theXomplete 
script for that discussmn which is standard faculty 
and currici;i<im com'mittee meeting fare). It is to 
imply th?i educational programs b^ne?it frorr^»a 
reality base which the precepts beiftg .ex- 
pounded are conjvtantly tested for validity and 
wh^4;;eUhe-4irofessional role for which students arc 
being prepared is modeled in puiptice. 

The final Observation about Th« prefer ( is still 
too recent to interpret fuUy and pe h^s'too 
painful even to discuss The bles^sings ol'jA 1950* 
and 1960s — research and educational sopport-r 
have be*n markedly reduced. It may not be as 
bad as one dean was quoted to have said in the 
past that if the Hill-Rhodrt money disappeared 
one month, his school would have to close .the 
next. But the present financial crisis, to my mind, 
exceeds Jhe adaptive ca'pacit^^of schools of pufefc 
health in their prevent* form ' Their future form 
will not be just^. modified or altered version of 
the present, it WHI have ftj^be sdmetfiing different. 
Hopefully/ it will preserve the strength^ and 
excellence of the pavSt, 

Dj. Stallones raises important questions 'about 
the future. First.^with wjiom should the public 
health academic enterprise be»| assoclated^^ Is it 
with medical 'schooW or \\ith pber Vchools and 
programs, of the unive^ft><^ucfi V tht>s^ 
sible for teaching economics, nfn^nagemen 
loral science'^ Second.^liow should facQiues oe/ 
organized iriternaMy'^ The department. I agree. n(y^ 
tonger is the suitable" ari^t for administrations 
inquiry, graduate teaching, and basic teachingV 
br. Stallones correctly identifies this- problem as 
noUJlni'que to public health but an inevitabl^^ 
ac^^Rpaniment/of increased knowledge vjUch 
^identifies the artificiality of discrete disciplinary . 
and professional tToundaries. 

I stui*^ what' I perceive. to be Dr Stallones*^ 
answer to the first' question, thattin the fore^ea- - 
ble future,- schools of put)lic l^ealth^ will continue 
to have mor^in .common with other sehe6ls of 
th? Irealth professi<ins Especially medicine, than 
with other schools anji programs x>f the univ|||^sity. 
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■Therefore, sc^iools of^llublic health should! ^re- should be grouped with other terminal masler^s 
serve, and likfely increase, their\ss'ociations .vMlh ; prcjgrams in scho&ls of health related jjfofessions. 



medical and other heallh*professions schools 

With respect jo internal orgaaization of re-, 
sources^ I also agr/e with Dr/ Stallones A 
- pfo b t efit - on e n ted— ofganization often js fruitful^, 
yjhe increase in Centers and program' projects at 
least atlests to the current populanty of this View 
with funding agencies An essential attribute of > 
* the»t)roblem-oriented 'organization is that k be^M* 
hoc and capable'of'reaciy . ^asy dismantlement anJ 
.^assembly .in other forms to meet new pf^^blerfis. 
The interdisciplinary qrganizalion also has Aorked 
/ well in our medical school for basic introductor3r, 
leacKing and hi our schooj of public, he4lth foe 
some portions of the core curnculum. I am not 
c^imflced^^^Tits ulilfty for graduate education ^nd ^ 
training in itidiylOliaf^tsciplines. I have had no 
.exp^rf^nap with interdisciplinary programs for this> 
purpJpse' and do not know of the experience of 
ers^ I sormise that the educational objectives 
raduale education in specific disciplines re- 
a s^arate identity -for the faculty and 
ram . . ^ - 

y final comnvents on the future concern: (I) 
advisability of separating termiaal master s 
degree U"aining in general^puWic health from in- 
depth graduate training in separate disciplines in 
public heakhv and (2) the fringe benefit which 
might be derived from making graduate education 
in Dublk: health nnore mvtajved m practice in the 
areas about which it t'eac*Ties 

Tffe roaster s level of training has increasingly 
become the basic professional degree for m^y 
health professions It probably is adequate prepa- 
ration for m^n> of, these' This training is- not 
definitive^^'^JWi^fessional preparation-, and it deeK not 
rfequire faculty and program of the competence 
** . and complexity of disciplinary graduate'education 
' 2ft the doctoral level. If school* of public health 
t^ncentrated on doctoral level training, it would 
aHow their programs, to achieve an e.xcellence arp^ 
riger now missing m some Concentration on 
doctoral level edXication womd fo<:us zfhd con-'' 
serve efforts of qualified faculty and w;Ould create 



^ Perhaps they should be placed in schools* of 



nursing, ehgineerme^-artt^ublic adfninistration as 
ope of the specidltytmlHB''s programs which are 
bffered^as ternf\|rrat pro^sional preparation in 
sufh schools. An the rfesponsibiliti^for teaching i'n 
a gjve/f are^ does not have to*be tj^e responsibility 

. of a single school br 'Under the su " ~ 

single administrative un 

Jiave not assumed responsifflMy 



ider the sunfljvisi 
isiWly for prepai 



ision of a 
medicine 

_ preparation of 

all professionals working in Radical care. 



A major irtipediment to such change would* be 
the loss of revenue which sc^o5)ls of public health 
'would experience by no*'longer receiving govern- 
ment subsidies for master's -level programs. It 
may be paradoxical that loss, of federal support 
presents relien'rom the compul^fon ^f meeting 
federal requirements for formula grant and train- 
eeship support 4^d Y^rmlts change of the kind 
discussed. 0t 

If the jnission of schools of public health, as 
often is stated by, their represet>tatives, tO'^ 
pfep^re professionals to plan, ma«age, lead, and 
evaluate programs in tlfe health field, and to 
investigate and^ontrol health hazards in^the 
ptoysicai and social environrxient, then 'should not 
schools, of public health take active responsibijffty 
for these functions'^ ShoWd they not relate to 
public health practice a^ medical schools relate to 
individual health praclicq?^TheJringe benefit from 
a'ssumption'of such service responsibilities. (whfch 
serve as^a base for education and inquiry) may be 
that they ^nerate financial support for th^ entire 
enterprise. Perhaps in^he discussion, people who 
are better informedMi^an I can tell about the 
Canadian school^. My understandinjg is that sev- 
eral years* ago when health insurance \yas e^tab- 
lished by the Canadian .Gover^imont, de^rtments 
of preventive medicine vyere giv^ remunerative 
contracts to be the evaluation and planning arm of 
the entesprise. Ip^tir own country, a number of 
medical schobls- have had firfancially rewarding 
relationships with regional medical programs, ft 



a milieu ^n which inquiry should flourish The^does not seem ioo unreahstic. then, to think that 



present .commitment lo master's level irainmg to 
somSij^xtent inhibits these developments which 
would be possible with doctoral level programs 
Perhaps master's level pr<%rams m public health 



schools of public health might become involved in 
pfograms suitable f(y ihejr educational and re* 
search missions and also for producing some 
revenue. - - • 
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DEPARTMEIVTSOF PUBLIC HEALTH,, 
PREVENTIVE MEDICINE, OR 
COMMUNITY MEDICINE: / 
CURRICULUM CpNTENT ' 



'P/ier B Peacock 



Role idenlificalion, teaching melhcxls-. and faptifly 
^requirements for any prgani2ationa! unit teaching 
.public health and preventive m^edicine to medical 

students must depend to a large extent on what is^to 

be taught Without a clear and somewhat detailed 

deftnition of curriculum content if^becomes difficult 
' to- establish standards or to prepare^ national exami-^ 

nations. For these reasons, and to assist those 

persons responsible for planning teaching progra)i*^^medicine,^ preventive cardiology, trledical^ aspects of 
in this area, ao attempt was made to find ^t what - - ^ 



deciding ♦hat was beiftg taught by a department of 
preventive medicine (for simplicity we will use thi^ 
generic title from'hefe on) were: (a) the attitude of 
the dean arid 9{her ctef^rtmentah '^chairmen; ,(b) the 
attitude ^of the- ^students: (c).'^he viewpoint of* the 
diepartmeplal^ chairman; <d) the number of teaching 
hours available; and (e) th^Jnterests and pcad^ic 
bacitgroujid of available faculty. / 

Nearly all the medical schools'that replied offered 
some electives in the area of public health arid^ 
preventive medicine but very few gave any idea as* 
^"^to what percentage of medical students made use of 
these electives. ^As rHight b^ expected, those medi- 
\C^ schools associated witfi graduate teaching* pro- 
• grams in. the public heahh\area provided the most 
lAipressive lists of potential^ electives: Electives 
inckided special^ courses jn'nutntipn, comparative 
health Vystems, medical econon^ics, medTcal sociolv^ 



ogy, computers, 'medical history, medical insurance,^ 
occupitionai healths philosophy, l^w, adolescent- 



was being 'taught at the present time This info/ma-, 
Jion could then 'serve as background m'atenal for 
discus^fons from which a consessus of opi^iion^ 
hopefully wbuld arise * 

Efariy nn June 1973. a circular letter was sent to a 
randoffu sample^of 30 of the 94 medical schools m ' 
'the lUnited States and Canada for wTiich a depart- 
ment of public health, andor pre\entive medicine. 
and/W C(5mmunity me'dicine (or some related titleO 
could be identified 'This^ letter asked for an outline 
of what Avas being taught m the general areas of 
btometry,^ epide^niology, dise^^ control, and the 
'provision of health serv.ices; these are the four areas 
tovelred by -the Prever.uve Medicine and Publfc 
Health Part ii Natfonai Bodrd examinations. It was 
realised that considerable overlap in teaching re- 
sponsibilities between various departments in a 
medical school existed>but it was assumed that 
son.€i one department (by. whateve/ name it might 
be K^entified) would be responsible for bringing 
togetjier the "teaching m this general area, or would 
Icnow, about it. To the 30 inqumes that were sent, 
22 rei!>lies were received » 

Thi mosl impressive feature »f these replies was 
theu" Variety Required exposure times for medical 
studeiiL^ varied from over 100 hours to zero. It was 
apparent that among the variables involved in 



"environnfental medicine, and a wide variety of 
health care topjics. - * » ' ' 

^Req'uired teaching exposure for atl 'medical stu- 
dents can be loeked at, under a vanety of headirlgs. 
The following ^topics can be grouped in diffe/ent 
ways but ha*# been chosen because, by consensusy' 
they are within the purview of preventive, medicifk 
rather than medwine, surgery, pediatmcs, obstetncs, 
gynecology, and psychiatry. 



BIOMETRY' 

' Some teaching in biostatistics was provTded at 
most of the medical scl;jools sampled Material 
covered included solves of data, measures of 
x^entral tendency, measures of^ spread, Jife tables, 
simple probal^ies, confidence intervals, hypothesis 
testing, linear^ regression, correlation, introductory 
computer science, sampling, infelrence, t-tests, and 
chi-square tests It seemed probable, however, thaf 
most medical schools were not teaching statistics at 
this level. 



*A subco/nmittce of, the American SfaiiSUcaJ Associan(^n,'!hc 
Committee to Kffect the Optimization of MedicaJ-StatiMical 
Interactions under the chairmanship of Dr Stanley Schor is 
now engagedin developing guidelines and a suggested cnnient 
for a core curnculunt in biostatistics * 
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EWDEMIOLOliY ' 

It IS in the area of epidemiology that perhaps the 
^ost ^sl*t!ing contrasts are to be found wheii 
companng one medical School with another The 
practical assumption must^ be made ;hat un those 
medical schools where depiirtments of preventive 
_ raedicfine are not teachings epidemiology thi^ role is 



being taken over bv the clinical departments, of * at least onf - lectufe on populi^ion dyna 

^ . •_ _i ' . I ..La I. J f.JL.i- ... t.. wh, 



leukemia-, diabetes. muJXiple sclerosis, stroke, arthn- 
tiV 'and cirrhosis One assumes that many of these 
topigs may be left to departments of medicine but 
this fs questionable 

POPULATION DYNAMICS 

Five.^iepartpieflts of preventive medi cine arranged 
f jpHst ori^Jectufe on noDulalion dynamics One 



had family planrung as the tofSc to whicfi it gave 
most 4jitention with as.fnany as eigM classes 
;devdted*to this sujbject From the goint of view of 
licensing .exan>inark)ns, it is assumed tliat this 
subject area*"is als(> ;jOvered .by departments of 
unw , x)bstetncs*though their approal^h is somewhat more 

Five depanments of preventive medicine s^cified ^ cUnical as-evident in the examination question^ 



pediatrics, .obst&tncs, iurggry, medicine, and psf* 
chiatry. Unfortunately^ these departments cannot be 
expected ta teuch epidemiology in the organized 
fashion which distinguishes a science from a nfei;e 
transmission of' una5»similated and uncritically ne- 
v^e^ed data 



some teachmg-'timc for method and concepts, 
deal^ng^with such topics as incideAc^r^re valence, 
rates, retrospective and prospective studies* and 
sttjdy design, m general Presumably these tope's 
were also covered in the. course" of case stu^liOs 
^selected seminars, or tutonal> descnbeJ by 
more meclicai schools ' . 

Considenngr the -historical foundation of. prevcn- 
,tiv"e meclictne in communicable disease, it is nt^lable, 
how littFe attenuon has been given to communicable 
' diseases in most medical schools by their depart- 
ments of preventive, . medicine ^Tht>se coiTTmtinicaHe 
diseases *receiving,panieiUs/p attention were venereal 
disease, tuberculosis, hepatitis, and n^siKomial in- 

^ ^e<^ions' In ^ne department of pre venfive medicine.'^ 
noifewej- than 20 houcs of teaching" were devotecl to 

^> para.sit%,,djse^s Thns, obviously^ reflects personal 
interest and probabK, a .shift-<t>Ls^i>^.uj^ual' teaching 
responsibilities The iiuthor is aware. of a fne!J?caP' 

' ^school in Cor^ecbcut where the department of 

• patlfclojj^ at presen^ devotes 42 hours of teiJthing to 
^ parasitic diseases. such emphasis on parasitic 

diseases is not altogether o^ut of line '* ^ • 

Surpnsmgly' few departments of preventive medi- 
cine gave more than a token lecture fir two dealing 
witHithe e^erfiiology of poncommunicable disease 
'OnlyJhr^ gaVe a leUure devoted* t(\ coronary 
' disifasj (the most, important ^health proV>lem faCing 
* . * the Amep^^arf^ubii^ tixla^), ^ii-nd onlV^ five discussed 
^nebpltistfc disease ^ Several <more^j^ev'ijr'ed ifne oV 

* more lectures 10 dFugs and alcohol (Xher subjects 
*de«^lt with by vanous departments 'of preventive . 

medicine included^accidents, hom^Li'de and*violence 



No particular refereifce was mAe to the area of 
"vital staUstics" in the questionnaire respQns§>^ Qne 
hopes that ^ftiical st^udents learn th^ terminology in 
introductory lecti/re^, m pediatrics, m obstetnc<j\ or 
in casual reading, but it Ts noticeable that correct- 
. resjx^nse rates lo que'^tfons- in tMs area jnwiatioQal 
.licensing •evamifltetions, have (propped ih recent 
vears ^ V . ^ 

NLTRmON . 

'Only fi^e departments^ t)f p/evenfivje medicine 
devoted specific lectures to nutrition, dealing with 

^ malnutntiop, obesity, and fotxi handling Possibly 
this i^^ea fs covered adequately by other depart- 
ments of the medicaf school, although the attention 

* given rtiis area* in National Board examinations /by 
comrpittees ether than the 'Preventive Medicine 
rtlnrrmtte^^js very limited and jnakes thjs assump- 
tion questionable - . 



DISEASE'CONTROl. 

' 'Considering, that preventive medicine *is still t^e, 
most Common depUrtnKnta'W name m this area* and 
given the Mitical pr^ssi|p to apply what we know 
of p/-evention, it ls surphsing that so Yew depart- 
ment ^f |>reventive medicine make any refehence to 
disease ^control when l>snng lecture >topics|||t may ^ 
be'^that this is taken (for granted^, or t hat ^' persons 
with Dfaatical experience in ^Rpiyiftg^d;.J>ease p/even- 
tion ak 'in short supply' m (nedfcal, school it is 
hoped "that m>ny teachers add a few words on 

a specific 



mcuiLiXK iriLIuucu ^av-v-iuciu^ , himukwIu^ rtu^j •iv/ivu^.v, -miijtu uiai inaii^^ ivuvuvi 7 v» 

mental heal t>i ^ prostituUon and Iff^mque [icy. suicide, preverr.,un and contfol when discussing 



ERIC 
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condition. Knowing the epi(jemiology is not ehougfir 
for example, the practical aspects of-.prevenling 
coronary artery clisease are onlv mdirecilv related to 
our^ understanding" of 'ns#*. factors aod natural hiS'- 
idry/ ' ' .* ' ^ 

. Two departments' of preventive medicipe gave 
particular attention to health, education and two' 
others devoted at ka^ one lecture to the subject of 
health screening Single topicwecetving attention in^ 
at least one medical school were yaccmarron, infant 
mortafity. glomerulonephritis. .lead poisoning* hyper- 
tension.' diabetes, tuberculosis, venereal disease, 
malignancies, and* automobile liccidcnts Since the 
^national hcerfsiug evaminations- pav particular atten- 
tion to* this afea, u is apparent that medical students 
are expectt^d to obtain thetr mform<ition from' 
sources other than departments of preventive medi- 
cine I presume this is obtained Frequentlv from the 
commonly used textbooks which, unfortunate 1\ . are 
often out of d^ile . * 



ENVIRONMENTAL HEALTH 



Only one department of preventive medicm^ of 
tbose *sampled| was'ai^parentlv still' paving senous 
'^atlenlion to teaching health problems^ associated 
with lUe environment This is sutpnsing considenng 
. student and public interest in this area and thq real 
ne^d for the tnedical profession t^s take an eflucated 
leadership role m requmng appropnate environmen- 
tal standards^ Specific topics still being ta'ught 
ificluded water and air pollution food handling 
radiation, *and bousii% problems This is a far crv 
^om the public health sv^liabi of the 1930s, with 
' their attention U> sewage disposal the pasteun^tion 
of milk, and housing s^ndards, and'probablv repre- 
senls a minimum For most /schools, thfs author 
feels that^il^ pendulum has s>vaing tcx ^ar 

OCCUPATIONAL HEALTH 

/ - 

Four'' medical ^schools *gave lewtures dealing with, 
such topics as occupational hazards: black lung, 
physicians^ m industry, workmen's >i^mpensatiDn, 
and rebabiJitation^^^idenng the large number of 
physicians wht) entes^ndustnal health in gne way or 
another, tr.is apparent *that d^panments of preven- 
jKve medicine do have some responsibility in this 
rd » * 



HEALTH M ANPOWER ^ 

^ About one-third' of tfW depanments of preventive 
'medicifte. that responded descnbed one or more 
lectures devgted specifi(?ally to problems of health 
manpower. These lectures dealt with |5hysicians, 
1 numbers,' t\pe^ and distnbution? practice trends, 
primary care, alterriafives, and all^d= health profes- 
'sions. /- ^ ' 

. HEALTH SERMCfc5 

• The vancty^ of^topics covered in this area by 
djepanmenfs of preventive raedicin/' in the various 
medical ^clhooj^ is tremendous. It is-Obvious that 
this is the most popular teaching afea at. present A 
parpal listing of topics m'entione^nduded. Medi- 
care. Medicaid, consumer mvolve'mentr national 
heakh insufance-propo^l?. hospitals, the care of the 

^ poor* both rura^ agd urban, medical foundations and 
pe&r -review, quality of care, cbfnprehensive health 
care, personal fiealth services, health service ufiliza- 
tion ambulatory eare,. long-term care, health niain- 
tenance organizations and pre-paid group practice, 
an4 voluntary health insurance Other'subjCct niat- 
ter. receiving attention indtided the admmistranon of 
local^» state, and federal health* depanments. 'the - 
ofgankzation of^altlr services, the measurement of 
disease outc9me, and the impact of health services.^ 
on the health of a population * 

Relatively/few departments of preventive medi- 
cine arn«^d lectures specifically entitled-.V/f^J/ca/ 
'Eiononms Those that were given#dealt wjth such 
subjects as a^rhievement^^na shortcomings of health 
insurance, who^pays for heal4b services, ^nd^ tHe 

. cost and financing of medical care 

' The Public Health and Preventive. ^M^dicine 
Committee otthe National Boai^^^as had troubfe m 
setting^, questions dealing with health services be- 
cause of an inability to agree on what are the 
correct answer^ to ' umber of questions. Not only 
|(o*differences between states^cause difficulties but it 
also appears^that much of this material is impres- 

^ ^lonistic 

INTERNATIONAL MEDICFVE . 

Foiir departments of ^preventive medicine had 
lectures- entitle.d International Meduine but it 
seemed likely (hat there was little agreement on a 
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cofTwnon focus. The topics dealt with varied from 
the kinds of heart disease found in vanous countries * 
of the world to the several pattellas of health cart 
dcJivery. 

MEDICAL SOCIOLOGY 

Several departn>ents of preventive medicinq have 
apparently^ continued to majntain a real interest'in' 
medical sociology, ^though the number is small It 
is probable that this interest depends on the availa- 
bility of appropnate faculty Where medical socioU 
ogy w^s covered one found such topics as social 
values, social needs, the ptoliucs othcaltk. hufnani£* 
ing health care, senior cili/ens. bereavement, the 
bhnd, attitudes of sde-ietv tovej^d the chronically ill 
and disabled, and the pnce of affluence 

MEWCAL ETHICS AND THE LAW ^ 

Five departments of preventive medicine gave 
some ^attenti^to medical ethics, patient-doctor 
relatior^P4^ issues m determming the qualKy 
ill- health le^slaticn. terminal illness. 
Plv^,in general the°growing importance of 




^ these problem areas need not be belabored, and the 
9ontnbutioni^of prevennve medicine departments to 
the insututioi^, and societal aspects of the^ subject 
seems self-evident. 

For all of us ^vho are concerned with disease 
preventi^on on a. nationaj scale it is of primary 
importance that our medical students be better 
equipped to be leaders ;n this area. The final proof 
of success will be a reduction in age-specific disease 
incidence m defined populations — a r^ucuon that 
could be ascnbed to positive action by our]^edical 
graduates (e g . smoking cessation advice). We • • 
however, have tu wart for this. Meanwhile w^^ust 
perforce assume nhat knowledge at grad^on (as 
measured by the existmg examinauon/^stem) wiU 
^reflect what nr>edical graduates und^tand and will 

. practice It is what the graduaic^^now. accept, and 
pracucc that, is knportant. npr^how they gbt to this 

' stuge ^ / 

-To d^elop an effective curriculum we must bear 
in mihd not only wiiat our ^ultimate goals nught be 
'but also how beit N^e <^taU^rate with others in 
achieving' tl)gie goals We willKSye more iihpact oi\ 
medical e^iauon if we work w\h our colleagues 
than iPvte^db our stnving in splendW isolation. 





TEACHINCi RESOURCES: MATERIALS 
AND METHODS 



Richard F. Morton 



PRESCIPLES QF EDLCATION . . 

* I - Gear specification of learning objectives 

2 Definition of learning steps toward attaining the 
"objective 

3 Selection of appropna(e means for implementing 
these steps 

4,, Evaluation of effectiveness with the aim of 
further improvement of implementation 

CL-RRICUtLM PLANMM; 

One musf'first define the end product m terms of 
what the graduate mu>t be able to do From this 
descnption one jian specify levels of Competency 
and hence behavioral objectives In turn thejne'S^s 
for learning these behaviors^ become the curriculum 
(/) ' " f 

* 

DEVTLOPING^tDVC ATIOVAL 0BJKCTIM:S 

Many faculty members regularly prepare educa- 
tional objectives for their courses and feedbacl^ 
indicates that Tnost students appreciate listed objec- 
tives as ^ study guide 

Wnting educational objectives Q i) may seem to 
be an added burden to a teaching load But. ^se 
who have m^e the effort .found thai objectives help 
'injhe preparation of te^hing mat^naf by challenge 
ing them" to defme precisely the best ways foV 
prescnffng the malenal and by evaluating the learn- 
ing expcnence Students have voiced appreciation 
jof^aculty who use educational ojSjectives because 
^direction of the course is* clear arid they know 
precisely what IS expected of them * - * 

Jflarning" may be described /as a change, m 
behavior Educational objectives are statements of 
the changes in behavior which learners are expected 
to exhibit following an educational expenence {4) 



An exatnple of objective wntjng for a course m 
community health foll^lws. 

THE 0VT:RALL COURSE GOAL 

Should bei. 

A genera\staiejp^ of what the student will be 
abig U) di^f^llowing completion of the co|jrse 
Hncompa^t^sing of .the entire cmii^ 
Wnttenao^nclude an action verb>i> 

Hxample. ^ 
Ov^alldLourse CS^I ^te^ommunj^f Heallfi- * 

' Following the com*pIetiorh of this course the. 
student will be able to describe the methodol- 
ogv andojsefulness.of diagnosis*apd treatment, 
of commtnity health problems, as well as 
descnbe how the practicing physician and his 

. patient relate' to com^munity health programs * 



COURSE OBJECTIVES 



Should be ■ . ^ , 
Stated in a prbblem. solving manner when 
possible ' ^ - / 

Encompassing of a range of more specific or 
enabling behavuirs 

Realistic in'^errfjs of the learning e^f)endnces 
provided and the time available^ \%. 
, Stated in full-behavioral terms: (1) conditions or 
givens; (2) an action verb: '^^"^ cntena for 
^ ^ assessment 

Example ' ' - * 

Course Objective for Health Detivery System 
(Community Health Course)' 
Conditr6nsr~When presented with a possible 

change in the manner of health ^ 
service delivery the student will 
be able to | predjctl how suth 
'"^Range Thlgfit alter patterns of 
medical care utilization. 
Satisfactory achievement will 
include: (a) an accurate 
recognition of the basic structure 
of the health delivery system; (b) 
identification of factors impinging 
on the health service system; 
and <c) justification of why the 
_pfedicted changes woul^i occur 



Actiph 
Verb._. 



3 Cntena 
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TASK OBJECTIVES 

Should be: 

Placed immedialelv after and' relate specificaii> 
to a cour^ objective 
, Specific, the. level of detail expected should be 
conveyed through phrasing and quanlit> 
Staled in 'a manner as to convey the tvpes ofV 
Items whrch ma\ be mcluded m a specific test.' 
Wnllen to include an action verb . 



Assessment procedu/^^-( verbal and'-writlea exam-r/.-- 
inatJonT tliemonslrtltion of skills, and clinita) perfor-C* 
mance ratingsT should b*e specified to students. 
Stkteinents regarding department^#id courai^ evgj- 
i:iat^s should contain the cnt^ used f» deter- 
mining minimal^rfo'rmance anHTwgqrsi^fne num- 
b^r Jd^x'dmi^ionh! whether the 



.ation coy^ 

ers'^' materials specific aia'terial^ andS^e 
/^exammation/orm^t shoi^d also bejUade kn^if\. 

EDICATIONTCL STRATEGY 



Example- . j 

Task Objectives for Health I>eli\crv Sv^ em ii^ , .u ^ ^ i^ t . ^' u 

_ , * . ' ' ' teaching method used ^houla al\^ay^ be 

(LommurMtv Hea th Course); / ^» . _ .v ' » , .u ..u u . . u' 

, , L ' ^ n . ^Bosen m conjunction w^th the objective tq. be 

I List the vanbus government! votuntarv^cnd "^Jjt- u. ' ' ^ .u .u i -n. ' .1. 

^ . . / /-^ ;'$sught, aiid \*ith the evaluation These three- items — 

pnvale agencies uhich de iver hea a^cre ^..j.lu r , . 1 .u ^ ^ t . 

. , .0 ^^ofejectivi, mstruction'al method, and evaluation — 

within the united States, noting the ^eu- ^ ' ^ 





graphic- and socioeconomu;^' natu^^e ca thie^ 
populations they serve ^ 
2 Identifv present pattemv^ijf t)ui 
utihzation including the private prac 
hospital oul-palient ciimc, unnersi 
tal, emergency room, *^and^ ncig 

health care centers ^ l^.^^i: 

V'i^redict^tiange m utilizai^on t)rrr&dlcal serr-. 
ices'hv the medicalK indigent if — 

a access were improved at the neigh^)r- 
hocxl level, and ' i 
b third party coverage paid* foj a|jl- Costs 
aK)ve a small deductible fee^ 

4 List ihs. problems of a medical scbcxM and 
university hospital which arejikcly to occur 
when suddenly they become responsjblfMijr 
the health services of a defified g<?ograi>hic 
communitv . r* 

5 Identify the characte1if^tic% of a national 
.health insurance plan and the alterations in 

the existing system which%(^uld occur if 
brought into effect . « f ^ 
Distinguish the HMO as public pt)licy 
from previously existing prepaid' coniprehen- 
/ sive group practices , 

EVALUATION ^ 

Evaluation of student performance is an important 
aspect of the leachin^-leamjng process (5) It not 
only enables the student to.^determme if he has 
^earned, but also prov^es a g;uidc to the teacht^in 
developing learning experiences which will helfi^jhe 
student reach the desiredgperformance l^e^ 




^ ipn^ a module. Each module is assehibled and 
|ce(3nnr sequence to construct the course, Tlie . 
jpfjec^ves are first* listed in detail, the instructional 
rrso^tes c^e then matched to these objectives, the 
teiiching t^sks are outlined, and the evaluftion 

I^weI'ies of teaching methods , 

7 In teaching prevenNve ^edicine, the range of 
metfods ^hich may be employed is as .broad as 
those employed m any other medical discipline Np 
ViXit method is assumed to- be superior, and a 
ranking should not be attempted Rather, the var- 
ious methods should be, perceived m the context of 
components of a spectrum^ each employed when 
befet\u*ted tor a particular objective. 
. The teaching method cannot bexlivorced from the 
<4bjective to be taught.- or the evaluation method 
chosen to test this objective The objectives of any 
course may be classified in turn under three do- 
mains of learning: cognitive (head), psychomotor 
(hands), at*itiidinal (hearft 

In genjaraL cognitive (objectives ^re the easiest to , 
, teach afid evaluate, ^^ture^small group t^-hing, 
's(^ihar. and ij^inipPtiona) pfo^m^ nt^aiype 
used Multipje-cnoice questiofft^aje tApJpreferred 




Im for ex^ple, leami 



niques 



evaluation 

means of 
must 

by ^^tice in a clinigaLor laboratory 
tvaluation requires P^ilMipf^^^^ ^^'^ newly wight 
^kilj in ^^ilredetermuied'^^settfng ^ 



«om0tor skiJIs rn^y be introduced by 
m for ex^ple, ^^^i^i^WflH^ 

e acijuiredby sirhulation (6) on amodelmiH' ^' 
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believe 


Show: 


capacity 


appreciation for 


. comprehend 


4llitude for . 


• conceptualize 


awareness of 




comprehension o 


ucpin 

experience 


enjoyment of , 


feel 


feeling for 


hear 


interest in » 


intelligence > 


knowledge of- 


know 


understanding . 



Words and Phrases to be Avoided^When Writing 
^ - Objectives * 

listen 
memonze 
perceive 
realize ' 
w;4^nize 
see 
think 

sclf-actualize 
understand 



Become* 

acqua nted with 
' adjusted to > . . 



Attitudinal objectives are the most difficult to 
achieve They may be acqliired th )ugh role model, 
preceptor teaching, and seminal- interaction groups. 
Evaluation Usually must be indirect by question- 
n^aires, problem situations/ and observation. A sim- 
ple analogy for the three types" of learning objectives 
n>ay be drawn from the procedures of leaq^ng^-to 



familiar with . . 
interested tn . . . 
knowledgeable about . . 
self-confidenwin^.^ . 
Reprinted \\ith permission of INGRdUP, "-^^t ^ ^ 

drive an automobile. Testing for th^ highway code 
constitutes cognitive knowledge. Operation of the 
vehicle is a psychomotor skill. B(iit the manner 
displayed while dnving, be it dcfen^^ive, ,aggressive, 
erratic, or predictable, is an atptulftnal objective — 
difficult to teach and difficult to evaluate 



Action Verbs, for Stating Cognitive dbjectives 



Simple Tasks * \ 


Stud^' Skills * 




Analysis Skills 


choose 


arrange 




analyze 


complete 


calegonzc 




appraise 


define 


chart 




combine 


descnbe 


classify " 




compare 


detect 


compute 




conclude 


duplicate 


diagrarti 




contract - 


find 


document 




cnticize 


identify 


follow 




deduce 


^indicate 


formulate 




' defend 


label ' ^ 


Itemize 




differentiate 


list 


organize 




discrinnoate. 


match 


quofe' 




evaluate""^ ' ' 


name 


record 




formulate 


order 


reproduce 




generate 


provide* 


signify 




induce 


recall 


suggest 




infer 


recognize 






interpret 


repeat 




• 


list reasons for 


select 






paraphase 


' sort 






plan # 


state ^ 






present . 


. ' ondertine 




• 


save 
shorten 








structure 








switch 


Ascending order of difficulty 








Reprinted vMth permisiion of IMGROUPr Im . 







Synthesis Skills 

alter " 

c hange 

design . 

develop 

discover 

expand 

extend ^ 

generalize , 

modify 

predict 

propose 

produce 

question 

rearrange 

recombine 

reconstruct 

regroup 

reorder 

rephrase 

restate 

restructure' 

rewrite 

signify 

simplify 

synthesize 

systematize 



EMC 



bUAcademu Relationships ^and Teaching Resounes 



Each of the teaching methods to be described in 
this pape^r must be- related both to a l*earnmg 
ijbjective and an evaluation procedure, each planned 
in la teaching setting This forms identification of the 
beai instructional resources 

.PRQBMMS OF STIPENT PERCEPTION Or 

PREVENTIVE MEDICINE ^ 

One problem peculiar to preventive m'edicme 
stems from the diversity of fields *nov^ included 
within the discipline A second difficulty lies m 
gfving weight to the subject as the students see it 
The degree of credence given oui; courses bv 
students mevitably mirrors their perception of the 
relevance of the subject to their professional 

/iiV^/(7j. Jh^ .^tuc^enls* view reflects the position of 
the specialty with reference to the several clinical 
specialties Xo promote the mclusKm of a preverRive 
mbdicjne approach in the teacjimg of the major 
clinicar fields, it is necessliry to inculcate under- 
standing and support of the pnnciple*of preventive 
medicine withm the faculty, specifically our^clinical 
colleagues The presence of the tiepartment must be 

' readily felt in the clinical arena- of the teaching 
center. From the visible' profile thereby presented, 
our subject is in a position to gam a corresponding 
rating in student assessment 

CSTERDISCIPLINARV TEACHING * ' 

The contnhution of preventive medicine is often 
^jisplayed best m collabi)ration with othe<^isciplines 
during a panel discussion The emphasis vines with 
the disease but should include the natural history of 
the disease in the community, the spectrum of the 
disease in the individual, and the, public health 
proh(c,n posed by the disease Epidemiology is used 
to Illustrate etiological factors, assess predictive risk 
factors, and analyze the effectiveness of treatment 
Any interdisciplinary presentation faces several pft- 
falls that must be guarded against and several 
precepts that must be adhered to if a successful 
session is to follow Someoa*-^Rist plan, moderate, 
and coordinate the session, two or three participants 
must outline the objectives i)f the teaching session 
together Each deliqeates his contnhution and allot- 
ted time Planning is mandatory, but flexibility is 
desirable. Bnef presentations by each participant. 
- preferably linked together by a mt>derator. are most 



effective. An open discussion with quest'ons from' 
students should follow. Repeatmg each question 
ensures that the audiejice knows what is going on. 
Debate among the panelists should always be 
.thought-provoking The moderator should always 
summanze. Participants should be chosen to exploit 
recent advances m the subject and ta show the 
public health, impact of the disea*. 
Examples. , 

Multiple Sclerosis: epidemiology balanced wjth 

immunological discussion, ^ 
Epilepsyi||not only its prevalence but the oppor- 

tunitiesand limitations of employment for epi- 

lepUcs, , 

. Cancer of the Cervix: including input from a 
virologist working with the Herpes II (genitalis) 

- Breast' Cancer, with a surgeon and radiologist 

reviewing mammograms and comparing this 

with other- screening procedures. 
Coronary Heart Disease: the majdr nsk factors 

may be demonst^ated by taking a history from 

a single cardiac patient " 
These interdisciplinary exercises bring ^preventive 
medicine into the hospital world ami enhance the. 
students' learning 

Collaboration -with clinicians through attending 
departmental rounds and conferences provides -an 
opportunity to discuss the epidemiology of the 
diseases in question, thus teaching some of the 
clinical faculty and keeping preventive medicine in 
the mainstream of medical teaching 

FORMAL LECTURE 

This method remains one €^ the best for the 
delivery of new information to large numbers of 
students. Currently, the lecture method is in disre- 
pute as a teaching technique. This is due To 
deficiencies m lecturers, not in the method iS), 
Generally, there js no systematic attempt to teach 
the art and science of lectunng, although it is to be 
hoped that this situation will be coirected by the 
new departments of medical education appeanng in 
some of oUr medical sch(x:>ls Most_ of our schools 
di\ have examples of- excellent l^cturqrs. but they 
are rarely asked to pass»on their skills ^nhappily: 
jf teachers are poor lecturers, little is done to 
prevent them from alienating large groupie of stu- 
dents while exercising their -shortcomings The 



f 



studenis then develop such a lo\r jfexpdefation of 
lectures that /anendance, shows a steady agritioft* as 
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by current examples from their experience.^ This is 
much*^ be pteferred to ail acad^c presentad?>ri 



the^ semester advances. This situ^ion fe partially * from tte taw, school, fc. 



remedial in that, although the ai^^stic aspec?t.s of 
lecturing (elocutioft verve, and flarg.) may forever 
elude some fatuity, even a novite c^ be taught, 
lecturing as a -science. A list of the pyints to'be<^ 
made during a lecture, ^va|ie4y of vivid <?kamples, 
an(f reirffoixfeinept^ tjn^ugheSuiiimary of the points 
cpvered can all he^aught (^). Rehearsal and cn 
from a faculty auaience should be used 

The lecture should be* accompanied by a hani 
distributed at the beginning of the lecture.^ Con 
trolled studies have shown that students le^ mqre 
if (a) a handoqt is. used (10) and <b) such handout Is 
given at the start of the lecture father than at th€J 
finish (//). " - y 

Students relate better* to /ne or two lecture/s 
rather than a bewildering (M^ogression of different 
faulty even from the same department.. Pbei;jcesiilts 



Programs based in a comi^unity hospital; and 
r^l^onshipa with and problems of such hospitals, 
are usually best%-elated by sbmeone intimately 
coricerrted wfth the operation of the programs such 
^the dii^3^r of arhbltery Qat^r \ • 

^ ^ ^ Ibff a chaplain from the 



^^^ministerrvor possi 

h^^pilai, rnay he invited to discuss, topics such as 



death and .dying, prolongation of dying, euthana 
quality of JJf^'t arid .kindred subjects in njedical 
€thicl!'^^These nf^..;b^ ^ven in a discussion fonmj^f, 
together with acljqjcian. 

- These, thre,e examples are cited in illustratiorf of 
''the use of^^plitsfde lecturers bring a specific 
point of view, kflfbwJ^dge, and expertise not availa- 
ble 7n regular depaftriiental faculty. In order to use 
fjutside le^turePS^effectively,'both sides should 
cl'gafriy understand the obj«:tives and^^the evaluation 



may be assured by inviting a series of visiting to.be used: Visiting'^teSjturers sl^uld be a^ked to 
lecturers, each an ' expert'' on ^the tbpic under i jjrovide written objective^^a han^oMt to accompany 
discussion. The visitor is usually under several ' their^ lecture, arid some ^jultiple-cfhoice questions.- 



handicaps. He does not know what has been taught 
previously^, what will be^taught in the remainder of 
the course, arid he has difficulty ^adjusting the level 
at which to aim the lecture. Some are too abstruse 
pr advanced and others too simpte. repeating ^n^te-- 
rial given previously, an action viewecl by students 
as insulting. The visiting expert mvanably includes 
far tbo much detail and is prone to engage in name 
dropping' and references to personal controversies 
withirt his field, which are of little value to students 
Those responsible for core tourses should combat 
their urge to invite visiting, experts ia +eciure, 
esjjecially in the medical school .curriculum. Even if 
the lecture is a success in the opinion of faculty, it 
is rarely of lasting value to the student, for it alwayj 
stands alone*, npt building on th^ previous knowl- 
edge gained/ 

There are !?kuations however, particularly in a 
discipline as»^5ty€rsc as preventive medicine, where 
use^of a VisitMig le^urerhs. appropriate. Examples 
might inclwle medkral malpractice » where an attor- 
ney. specializing m this area i^ay deliver a most 
jve^|Sfeeri'taim)n. The local 'medical society can 
^s l^mtify an attorney versed in medical legal 
"fesues^e^sually defense pnented. Th©se lawyers 
^^.brih^ tffe atira and rtistle of the courtroom int& the 
lecture hall and give k practical approachs supported 




Jhese requests* prior to "f^cturing,^ are becoming 
i0creas^gly camjnon, but are ies^nted by some. 
The discipline ^|iat this imposes on t]ie course 
director who invites^ the le9lUrer, and the lecturer 
who accepts, is beneficial to both and to the 
students. The lecturef^'shoufd be supplied with 
feedbacl'^from tfte students both in ^ei-form of an 
assessment whAie the students are asked to grade 
the lectarec on a scale of I to 5, and the students* 
performances on the multiple:is:hoice questions, 

In summary, ifethe c6urse director and the visitor 
know jjrecisely which objectives they want to Cover, 
the lecture will be fruitful. 



SMALL GmV? TEACHING 



This format has had intensive^ trial in preven- 
tive„ medicine, particularly in teaching biostatistics 
ahd epiifcmiology. The advantages are that ^ laf]ge' 
class, say 150 students or more, o^ay be divided into 
six groups of 25 studen/s eafch. This enables the 
instructor to delve into principles and coricepts anid, 
to dem^stmte *a problem-solving approach^ th- 
dents ^ni»e gifidfed %^ii^^^iffic^^^ and 
examples illustii^tmg a^i Sn |j ^ c^a, be use^i. 

The disadvantages of sitiM group teJM&Wig 
from the%ry dfversity of jfistnictors. They vary 'in 




^.Rel0tioneMps .and Teaihmg Resources 
(■ ' \ , - ' 



co»etenCc; sty^/^ace, emphasis, and teaching 
'eff<^tivj^^. Teener diffc^nces can be minimized 
by lakiijg :^^s to assure t common understanding 
f>f .cibjecrtiVes ambng instructors. The faculty mem- 
' bcr it, charge of the course should list objectives^ 
and the terms to be tiefined for ^ach session for 
both- students" and instructors. Fallo^ing each teaph- 
jng session progress reports should be assembled* for 
review. Where several instructors are used, one 
faculty member shpuld be designated as ambulatory, 
^visiting several of the groups and ^observing the 
teaching process This, msures some degree of 
oniforhjity, and it is helpful, at the instructors' 
,roeetings, to have one pferson qualified to compare^ 
reactions- of the student groups.' 

Students should be encouraged to contribute and 
question dunng the session, as a form of participa- 
tory learning But their input.' Or attitude, should not 
be used as part of the evaluation .process *The 
student must feel secure enough not to Be fearful of^ 
^exposing weaknesses to the instructor Student 
assessment is a separate procedure dearly detaijfed 
to .the student at the, beginning of the course- 

^ome points for eff^ctixe teaching in srriall 
groups:; \ * 

L ^peW wi your objectives very clearly 
2,;£vjilyation should oever bemused when stu- 

^dent\are leiimmg a, new skill x)r behavior 
3 SmaHXefoups are not^the best method to 

impart n^w infr^cmation. 
"4. ^all groups are for "self-discw^'ery/' 
\ Tne leameKmusV understand vvhat is Xo "he 
learnt, h^m it is to be learnt, why it sheufd be 
learftt, and if it should 'be remiembered. ^ 
6. Jbe re^ard/punisljment system still ^x)'rks 
verywell 

7 . Most people want to succeed, we have to 

direct'*their efforts towards ^su^cess. , 

8 Do not teach all that you k'ncrw. 4 
9. Permit studerits time for ^nlemalization 

10 Involve the students in group*discussion. Let 

jriem explore and invest m the subject.^* 
LI ' Let one student help another^ • ^ 
12 Encourage students to^workgn pairs 
LV A setting conducive to learning is most 
inapt^rtartt. ^ ' ^ . 

SKLE-BSSTRLCTION MATERIAL PROCiRAMS 
With mdi^as^f^ student ^rollment, heterogeneity 



in student 'backgroiqid, and variability of preparation 
in the biological sciences, self-instructional methods 
have many assets {10). Obviously, programmed 
instn^tio.n tequires'a faculty skilled both in prijpar- 

C ing materialsjiand in adequate testing to insure the 
effectiveness of the program. The advantages of the 

—method are; 

1 . Rate- of instniction can be vaned, depending 
on the caiiacity of the individual student. 

2. Instruction can be repeated as often as neces- 

3. Instiuctio.nai fnatenals can' be reproduced for 
' many students. ^ ' . , 

4. instruction can be made available for study at 
any time . @ 

5. Faculty are freed for the role of clanfying 
specific problems. ^ 

6. Student pariicipaUon can be encour^ed with 
, continual feedback. ^ • 

7. \JotivatK)n for learning ipan be immediately 
remforcecfl . ' 

8. Students with language difficulty can adapt 
1 well to these progranrt. 

Disadvantages of the method are: ^ 
1 A rtfee,d for faculty support throughJcontnbu- 
, tions, recommendations. ^nd attendaifce in the 
♦dependent learning centerduring busy^ hours. 
♦ t2- Students must be tested on the material taught, 

* Tor they tend tb'ass'ume that this is what 
' faculty deem important. 

3. The independent Ic^rtim^^riter musT be situ- 
ated^in an ideal locaticHi and ^aiain open 

* during the most convenient hours. 

• 4. The center must be continMb' supplied with a 
quantity^ of good material. 
^ Each self-inst4^tional material program (StMP) 
1^ Cojigfucted in aNmilar fashion (12). T|>e objec-* 
tives are listed and taught in sequence and eac^ is a, 
step ip learning. The student is guided "through riie 
steps and a test follows each to assure mastery 
' before proceetj^ng. The SIMP is concluded by a 
post-test, » ^ I '' 

Tnere are seve'fayggjfods of presenting a SIMP. 
One is a student AVorkbook (13). Economy, simplic- 
^ ity, and mobility^of the workbook are its great' 
assets , ^ 

Another method of presentation i^ tfc^ .slide-tape* 
program^- 'Th this, the scrtpt is recorded ahd coordi- 
nated with H sertes of illustrgl^ns iit cobr featuring 
either fine diagrams, cartoons, ot photographs. The 
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* » 

technology is simpte, robust, and mexpensive. The ' 
effectiyeness of the pres^piauon is heightened by 
the'induslon of a'^^large/ number' of innagmative 
illustrations. For a !5-mii}uie pJrografn 65 illustra- 
tions woiild be adeq {I4l 



TECHNOLOGICAL HARDWARE 



" This method (SIMP) does not require expensive, 
elaborate instruments, although il f^ freq^jently con- 
fused" ^Iffi their use The disadvantages of elabor^e 
technological teaching aids are: - 
I Mechanical breakdown.^^ » 

Faculty unable to use the machine. ' 
Learner unable to use machine 
Vandalism. , " 

Theft: ' ^ 

Ir Garbage iri— garbage ouf^ • i^® 

- 8 jCost. ' ^ , ' ^ 

The self-instructional materials project of the 
Southern 'Medical Schoois' Consortium (basetf^al 
the School of Medicine. University of North €aro^ 
Hna;.^Chapel Hill, North Carolina ;75P telephone 
919/%6-5l70I) mamtams a^calak^g! whicr^ updated 
continually, and a nevtsletier, and mouiW a series, 
of workshops for those wishing to leaVn how to 
write SIMP For interested faculty >ou need a topic 
'lhat you hay^^aught several tmies.^are thoroughly 
familiar With. #hd know the poiijts at which'students 
habitually make errors Some good !Jlu<;tra[rrons'*or 
line drawings are of grea\ hdp^- Afte-f attending-^ 



flLXlS^ 

The use of filrt/s in teaching, prev^ntiv^ medicine 
Is happily >iery rare, as there are few films that are 
suitable for' the/ subject. As ail instructiorfei tech- 
nique, filnvst^re/useful in\he intniduction to learrung 

4* *-LUI i\r ({f^ v p h ^nfn d ti n -s t ftitiiH p ^'-^^ <<y tl in "thfiirillm - - 

Hifspaiil proguced by Frederick Wiseman). Re- 
course to filnj/s. the mainstay in instruction is an 
abdication ot the teaching responsibility. Further- 
more, in the| selection hi films,^ faculty should |3e* 
awiire that i^ is most difficult to get an objective 
appr^lsai^ of|a film in advance, and once having^/ 
ceveived tht film, the temptatron to^show it is 
overw'helmiijg, - . 



wj[irig of precise, detailed. -specific objec- 
ti^s *^fuMpental to effective teaching^ The input • 
4i^ded:far tne student to achieve these objecti.ves is 
4tien defined, and the evaluatipn method to test his 
linked. 



at t a f rfnien t is then 'in^pH ^^-^ f^^rh. iilifuri li n 
I hruUglldUt rhe course, the mstructor should strive 
to' gam active ^student' participat4on, which is a vttah 
ingredient of learning. 
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2-day- workshop ?n Chapei Hill, you can construct a 
SIMR ' . .1 

SEMINAR TEACHINf; 

^hi^ should;te> distinguished from small group 

. teaching Freqjiently the latter i s mis.na jrtp<,1 ^ ^emi> 

nar. The definition of <emTnar is a "a group of 

advarfced students studying undef- a professor with 

each doing original research and all exc^hangmg 

results through reports and discussions V (/5),,This 

type of teaching i^^eally suited for ^stgraduate 

students, for undergraduate students doing elective 

work. and. for residents It is rarely practicarfor a 

farge cl^s Essentially', the input should be by 

^students and \M role of faculty restricted to that of 

direction, clarification, criticism, and evaluation. 
— ? « » 
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BEHAVIORAL 0BJEX:TIVES FOR 
PREVENTIVE MEDICINE 



-4 



-Robert L. Kane, Frederu. 
Bosch 



Bass, and Samuel 



''Tl^^jeclives^ihal follow tmve been wrillen m a 
frarpevk)rlr*f terminal learner behavior in effect, 
each statement should be interpreted to begin with 
''The student should be able to The intent of 

the list js merely that of illustrating ho^ such 
obj^^&s may be constructed In no sen^ is *the 
lisV exhaustive, arid.' adfnittedly. some iTems are 
couched in ideal terms , Morupvi^r. sbcnc-woitld be" 
.appropnate- only for the medfcal student \^ho has 
had an'expbsure'm depth to a particular part of the 
preveative^jnedicine i:umculum^ i 
^ These o.bjec*iiver wer^ assembled by the authors 
^clirtg as a comn^ttee af three a^ the request of the 
Fogarty .Conference on Teaching 'Resources. They 
are^ groupeci Jjnder four comrrmnly emp1(^'ed^d4yi- 
^jions 6f preventi\e medicine content ^ 
I Medical Care Orgkrfization 
^11. Epidemiology and BiostatistiCs ' . 
IH, Environment and .E)isease Control 
*IV^ Behavioral Science, Health Education, and 
the l^- 

L MEDICAL CA1# ORGANIZATION 

kisi ttie several steps the process of getting 
" " medical care, and the potential impediments to 

\ each ste*p. List yjpujd ift^WtJde at least: recogni- 
tiQfi of illness. cfccisioYi jo se^k^care. presenta- 

> * tion for care, care^s^prucess. allfi compliance 
Analyze tjemograpfiic chacactenstics of'a pii- 
tient population using* a physicien\ ^office to 
•cortfms|jR with population in potenttQl*.targ€i 
are^a - , . ^ 
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Distinguish between need and demand for medi- 
cal care. 

Dis(^usV*the implications of medical care as a 

right from the ,perspectiV^^f: (a) goverrtment; 

(b) physician: and (c) co'h^iUmer. 

Define the following: coinsurance, deductible, 

indemnity, -health, niaimenance organization. 

peer review. Medicare, Medicaid, ^capitation. 

eost-effectivenesJ^^ 

Contrast a national health in^*urance plan and d 
national health service*%5lstem. 
Describe the role of third party insurers in 
controlling medi,ca! care costs. 
Compare different fontfs of a medical practice 
in terms of professional ^autonomy, quality, ^f 
care, income, and time devoted to work: 
a. solo practice ^ ' • 
partnership ' 

single specialty group practice ^ 
multi-specialty group practice ^ 
prejjajd ^roup pract^e 
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of^a prepaid group 



b 
c* 
dv 

e. 

Describe the structore ol"a 
practice as represented the Kaiser system. 
Distinguish between, different forms-of physician 
payment: ^ ^ 
a. fee-for-service 
b^= salao' ' - 

capitation 

Discus^ prepaid group' pr^tice I'n terms of its 
effects^c^n: 

a, ambulatory carq utilization * 
b" hospiltal utilization - . - \ * , 

c overall costs of medical care 
Distinguish i>etween a ^vbiuntary a^id propnetary 
hospital. 



Outline the rela 
voluntary hosp' 



. Confipare a randomly selected sample of a 
*^fe6mmuhity with ^a g^d'up of patients ^n - a'^^jjp' 

' doctor s waiJEb^ room iX^erms of:, (a) social 
•plass; (btf)fbportjo0 who 4re likely to be ill; and 
(c) Twdbable ^ttitO'des f^warkl medicaKmre ^ % 



inshfp of the medical staff of a 
to the governance of the 
hospital to t*he hospital administration, 
C>iscuss the Ij^^ftal nurses^ du^ lines, of respon- 
sibility to the physician and the hospital adminis- 
^ tralion. and the gjioblems presented' by it, 
£6 Match' a' given set of patient descriptions to the 
appropriate level of car^for eafiH /rom jthe 
. ' following list: 

a, acute care hospital 

b. '" skilled care nursing home 

•c personal car^ home ,^ 

d homexare ^ / 

e ' ambulatory care . ' " - 
y 
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17. Describe iheJevel and extent of training of each 
of following: ^ 
a. famjly practitioner (board eligij^) *^ ~ . ~ 
, b, cardbl^ist (b oarJ Sfigible) „_ . ! 

c. neurosurgeon (board eligible) 

d. pharmacist - - 

e. r^stered nurse 

f. licensed practical nur^^e 

Given an appr^priaie patient problem identify 



— — potential jo les to be played by each of the 
following: 

a ^ public health nurse 

b. social worker 

c. physical therapist i 

d vocational counselor ' ^ 
%^e nutntionisL dietician 
19 Gfven an appropriate patient problem, vvnte a 

request for specialist consultation ^ 
20. Discui&^pliysician\ role iti influencing access to 

care: (a) inpauent; and (b) outpatient. 
,21 List barners tc^ access for an indigent patient 

seeking: (a) pnvate medical care; (b) care from 

a public, institution 
22. Distinguish among JtKe .three major elements in 

the measurement of qiiahry of care process, 
. outcome, and organization. Suggest possibk 

cnteria for each of the three elements T^tBb 
- "pven^roblem " ^ ^ — 

23' L;st the dimensions by which the outcomes of* 
, medical dare might be examined. 

24. Identify the^fnajor componenls^f medical costs, 
the relative size of each, Ind those over which 
the Dhysician has con^oL 

25. Identify the, m*aj/Dr connponents and relative 
magnitude of^hospital cosfs. 

* 267 Tor ^ given set of patient ide^cnptians identify 
community restxjrces which might be most 
he^Bful for i^ist of resources would in- 

clude the followingf * \* 
^ . a local health department 
' b. visiting nurses 

c, comprehensive mentaJ health center 

d, " vocational rehabilitatipn service 
♦ • 

e, Alcohojics Anorlymous 

f: Crippled cRildVtn's Services ^ 
gv Division of Family Services • 
h. chiU welfare services 
27. Analyze a patient population using a physician's 
^ office in terms of types- of^problems presented 
and. extern of workload whic^ could dele- 



b 
c, 
d. 
e 



^ated to'someone other than a physiciap (e^. 
physician assistant or nui^e practitioner). 

28. Desgnbe the^ major social, political, economic, 
_.^ri*^ health factors which must be considered^ 

when developing a comprehensive medrcal eare 
plan for the community. 

29. identify available resources (including structure, 
av^Iabilhy, payment methods^ quality of serv- 
icesTelcT) — ~ - ■ ~^ * 

a existing health care delivery systems ^ 
1 pnvate sector servit:es < 
* 2. governmental services 

b, funding sources^, manpower sourc^ps, and 
organization for systems not currently avail- 
able. 

30. Determine smd set priorities iDf at^cking prob- 
lems using i variety of^echniques, e.g.: 

a. cost benefit ' - 

•cost effecOveitess * 
ethical cdnsidenations 
political expediency - 

public deriiand ' > * *^ 

31 identify the kinds of services prcJvided in an 
acufe, general hospital and the sources of 
payment for eatch 

32, Compare cost-benefit§ with cost-effectiveness 
analysis, and identify their applications to health 
rare delivery. ' — * 

33. Estimate within 10 percent the proportion of the 
U,S, adult population with insurance coverage 
for each ofthe following: ' > ^ 

a. inpatient acute hospital services 

b. Inpatient chroi)ic hospital services 

c. Outpatient or an:bulatory physician care * 

d. Prepaid dental care 

e. %*epaid medical care 

f. Psychiatnc outpatient servicies ' 

n. EPIDEMIOLOGY AND BIOSTATISTICS 

U Define eac^ of the folio v^ng^jcrpfiS: rate, inci- 
dence, ratio, prevalence, fer^^ty rate, crude 
birth rate, mortality fate, infant mortality rate, ^ 
mort&lit^y^tio, relative risk, ^bsplute ri^k, 
- confidence interval, case history studvr cohort 
studyr statistical significance, and independent 

" vaoable. - - . 

2. List the three- major dem^raphic factors which 
should be considered in compannjg rates of* 
health problems among differerrt populations. 
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3. For each of the following disease gro^^sses 
ehoose three factors from the accocnpanylng list 
which have been shown to be^associated with 
the 4iseas^. 

Di:^ase processes Fiu tors 

breast cancer mantal status 

coronary artery disease socioeconomic status 
cervical cancer age of first pregnancy 

tuberculosis smoking. 
pepUc ulcer disease dust exposure 
phronic broncWus ^ psychologic strts? 
glomprulonephrius ____aLr pollution • 

streptococcal 
infectign 



. . i^ercise 

• - obesity 

4. Describe the requisite elOTent^ of a study to 
test the effecuv^ne*is of ViWm of medical ^ 
intervention (a clinical trial)., 

5. Conlrasf- a-'^U44y- oJ-tte T€4ationship* between 
smoking and lung cancer with a study of the 
effectiveness of rheumatn; fevefr prophylaxis 

6. ' For each of a set of descriptions 6f study 

results\ mdicirte which statistical test of signifi- . 
' cance would be most appropnate — chi square, t- 
test, boifk or neither — and defend the choice. 

7. Interpret a set of graphs- to determine whether 
5 an association of the vanables is shown aiid if 

so what kirni. - 

8. Match each of the following terms to a senes of 
case examphes and identtfy -the appropriate 
application or mterpretation of an example, of 
the following terms: . , , 
a. .jcohort, case-control, and cross-sectional 

studies \ ^ ' 

" b. ^ dependent and independent vanables 
c* incidence and prevalence 



vanab 



e. ^ 

f ' rejative'andattnbutabl^ nsk^ ^ ** 

g. reliability and validity^ 

h. spetificity ^nd sensKivity - , ^ 

i. ' bias ^rid sekclion ' ' 
J ecologicalTallacy' * . ' ' 

k. secular trend - 

I:* statistical significance, P-value, and rpedical 
Jsi^niftcance/ • ' " • . 

m. probability , 
n. and $ifiKknt s r . . ^ 
o. fegresjSion.and correlation 



10. 



12. 
13: 



determinants of sample size' adequate ' 
histogram and cumulative ^distrib^lipn graph 
nominal, ordinal, interval, and ratio scales 
mean, median, Und mode 
prognostic stratification 
chance, .secondary, direct, indirect, and 
spunous associaUon 
multifactorial etiofocy of disease 
simi^le random, systematic, stratification, 
and cluster sampling * , 

hypothesis • 
blinding , 
Use the above items appropnately in a comical 
review of a current !»tydy or literature report, 
chosen by the student from t^ following areas: 
a. acute and/or chronic infectious disease (hep- 
atitfs, etc.) 

b acute and/or chronic noninfectious disease 
^ (hypertension, etc.) 

c limited interventional studies*^(drug or surgi- 
cal treatment) 
d large group fnterveotional studies (drug, 
^ educational, etc^ 

e health-related behavior (patient compliance, 
attitudes, etc.) 

health care delivery {use of paramedics, 
medical record keeping, etc.) 
multiphasic screening 
quality. of care assessment 
environmental disease (physical, social, cul- 
tural) ^ . ^ , ^ 
healtfs ^nd disease surveys (<tnalytic) 

Outlinp an ^fiidemiQlCfgfc approach to a problem 
selected from iift6th4i*^^ea listed in (9) other 
than that chosen for' the critique In the outline, 
stiiSent will identify .the^ |K*pulatfon involved, the 
population at nsk,j^^^raendent ?ind independ- 

- -e flt v a riiabi es, othi^^^wB^ir\fluencing factors; 
student U^iir.desc™^' ,tlfe interrelationships of 
these variable^|M|Q jkcfbrs. 3tUdi^|it.^i4|ynclud0 
formulati(jturfW^yf^b«S&, ^l^.tion^appro- 

rf>riate. sUi^ l^^ oiF mintmizing spu- 

rious as$dc^^}is c^sed by study design, and a 
tabular dispj^y ^'prtijected fdummy) result$. 

List the major factors ^affecting population 
growth \ 

Match a set of po^ulatidfTpyramids with* a set 

pf (iescr^tions of differefu-«et«U|ies. 

Compare the cqmmunity^based approach with 



f 
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14. 



15. 



the patient-cer>tered approach to , the definition. » 
diagnosis, and treatment of Ke^h probiems. ^ 

Apply tbe technique/ of communfty analysis to 
describe and^develop solutions for local health 
problems for an identified community. . 
Establish necessary data base for analysis of 
community health. V^oblems from among types 
of dala^e.g.: -J^ 



I 



' a. . health rea>rds - 

b. « demographic data 

c. vital statistics 

d. environmental ' - " ' 
^ 5. social, cultural, ^d historical 

[6. Identify^ and gam access to sources of daW. 
. e.g.: . ^ ^ 

a. health care facilities (including hospital rec- 
ords) ^ ' . ' ^ 
publfc safet^(traffic accidents) 
schools ^attendance records, etc.) ^ 
welfare 

individual in community 
industry (ab^^enteeivm. retirement.- safety, 

insurance 

Nauonal Health Survey data 



.17. Construct and 'apply appropnate^instruments for 
various methods of data generation and collec- 
tion, e.g.: , ♦ 
a. personal interviews 
- b. mail que^ionnaires 
c telei^hone surveys • . > ^ ^ 
d health diaries 

•18. List four diffeferrt types of^ transmission ^ 
4i>«'ase and give' ai;i example gf each <^ ' ' 

19. Slate the likely sources the following infor^ 
y-* mation in your community: * ^ * 

incidence of coroHlry heart di^tease ' ^ 
prevalence of arthritis '''^ 
prevalence, of involutional melancholia ^ 
distnbuypn of birth weights 
mortaility rale from staphylococcal pneu- 
moni^ 

20. For a 'given disease describe a set of diagnostic 
Criteqa which tal^s ihto account the biologic 
gradi|n^ of that disease. 

21. Contrast Ihe' prevalejice of classic textbook 
description^ of a given disease with other forms 

^ found throughout its^atural history ^ 



a. 
b. 
c. 
d. 
e. 



Ul. ENVIRONMENT AND DISEA^ CONTROL 

1. For one health problei]n from the ^llo^ing, list 4 
the environmental hazards which might cause or 
e;cacAi)ate'the problem; describe ways in which ' 
these iia^ds might be eliminated and reasons 

^' why this might not be done. , 
, a. salmonellosis » 

b. hepatitis ' 

c. chronic bronchftis 

d. lead poisoning 

' ' c. automobile accident 

2, For each of a series of occupational histories df^ 

- patienfs list the major ha£ard^'which Should be ^ 
antic ipafed; for eas^ hazard indicate the c^irupal 
manifestations Expected. 
Match the type of intervention listed in column 
1 with diseases/ pre ventedr by it in column 2. ^ 



' Column / 

placing an /N , 
^environmei|!p barrier 

between agent arid host 



^ increcksirjg resistance of 
^the host 



destroying theagent - 
and^thereby pWt'enting 
read' - .^ 




iy detection'^ 



Column 2 

malaria ' • 

* .gastrointestinal 
infections 

Tronic bronchitis 
''pe-Uagra 

asbestosis 

- " IP 

polio 

diphtheria ^ 
pertussis 
measles J 
alcoholism^ 
heart disease 

tubptpuloSis 
syphifis 

gonorrhea f 

diabetes mellitiis 
iron deficiency 

anemia , ♦ « 
cancer'of the cervix 
' br'east ^ancer* : 



List the attributes of a good screening 4est and* 
apply these criteria to^each of-the following: 

a. pap smears for cepvic^ cancer 

b. py sme^ for lung cancer 
c tonometry for glaucoma. 

d. vision testing, for refract\e errors 

e. £l^G for coronary arteryl^ise^s^ 
Distinguish among prinlary.' secondary,, and 
tertiary prevention in the conte;^ <rf the preven- 
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f 



• ^ tion of renal failure afid the prevention of lung 
cancer. . ^ ^ 

6. V Foi* each of the follONvfhg diseases list pne non: 
J medical- activity which would have"" a ma^x 

inipact on th» incidence of the dise^ and gtve 
Ihe expected intermediate effect. 

a. heart disease ^ \ 

b. ^ lung cancer * v 

c. stroke ^ , 

, d. ' automobile accidents 

7. Define the agtiviues of daily living. 



rV. B£HAVIORAI. SCIENCE, HEALTH 
EDUCATION, AND f HE. LAW 

■ • * ^ « . ' -» . 

I. Giyen a disease from the following list.^drscuss 
the sociaij^nd cultural factors which may be ^ 
involved lit its caigi^on. 
a*, stroke » ' ^ 

b. heart disease ' - ' - . 
Q. cancer of the lung 
jcj ' peptic uJcer disease' » ' 
e, . pulmona*!^ 
f iufcierculosis 

g schizofftfrema ^' ^ ' < 

h. pne^jrpococcid'jpin^t^'Tio"^'* - . 

i. automobile accidents . 
Given a patient w^ has not folfowed medical 
advice* identify the possible re^K)n(s) for non- 
com pi i^ce and design a therapgutK program 
whi^h would lessen the chance ^of noncompli- 
^ce. , \ 

Explain to three patients from differecS^ socioec- 
onomic strata the implications^of fhar disease in 
a vraiylTiat they can explain it adequately to^ a 
third party ' ^ 

Explain to the same patents the thffllj>eutic 
regmneii'plajnned in a way that they can explain 
it adequatelylo a third party , 
.Describe th6 medical student's own* changes in 
*&e|f-4iTiage sihp^^ entering medical scho<5l and 
compare ^ these- i^ith descnptive studies 'In the ' 
literature. ^ j > ^ ^ ^ j 

Observe a, series ^of di^tor-|>aticht intemcti<Sns 
and identify xvhare the physician shows (a) , 
positive (supportive) behavror .anywhere he 



shows nonsupportive behavior; ^d (b) authori- 
tarian behavior vs. participa,iory belj&vior. 
7. ^ Identifva hos^tal poJioy which impedes patient 
care aiWor comfort; and design an alternative 
which would %|^easible to both hospital admin- • 
p istration and the medical st^ff. 

(?t)unsel the family of a chtonic disease patient 
o^n rtie patient's-, fjrognosis and alternative ways 
to care for him ^ ' \ . - 

9. Discuss means to assure confidentiality of pa-^ 
Uent data and the restnctions these impose ©n 
the physician. 

Given a series of case histories, determine 
whejthe/, the physician's actions in each suggest 
* mal^cUc^. -> • , ' 

II. 1ft am^k.tnaj givp testimony (using a case 
history provided) which i;emains consistent un- 
- der cross-examination. , * " 

\2r For each of a series. <)f case hlstone^ identify ^ 
whether the' physidan fulfilled his contractual 
^re^nsibility-tp his patient. * ♦ 

13. Discu35 euthanasia as'an altenoapvefor each of/ 
the fbliowing: ' . r » 

a. an 85-year-old man witH metastatic cancer 

who asks tadie _ ' - 

b a 30-year-old^ guadriplegic mother* of thre_e 
■ ^ , who asks to die * ^ 

c. a' 55-year-old ma« ^ith a bram tumor 
comatose for Chree weeks 

14. Discuss abortion as an alternative foi* each of** 
, t the following: 

.a ^n' 18-year-old unmamed college student six 

weeks pregnant 
b a 26-year-old mother of two exposed to 

rubella in the first trimester 
c.'^ a 17-ypar-old N^gro high school student 

w hp was gang raped ' 

15. Recognize major questions policy invblyed in 
the debate over selecje^/socibmedical is-sues-, 
e.g . n^'t'-^n Hrtf)*^^tr^^ ^rp^^^i^n '^\^^ 
hoi — drugs, etc. * * , ' 

16 "Recognize issues Mn selcded problems in^medi- . 
^ cal ethics, e.g..*' itr^hsplantation*, definition of 
.death, physician responsfbflity to ckre for the 
. "^3ick ^and '^frei'* medical care), the 'igood . 
samantan * role. etc. • * - - 
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ual patients raiheroihan on the patiems'of and the 
. ^nsk factors involved disease cKrcuirenc*. 

As to tht mioifl|unv^tig^*' required- to teach 

these Weas effective!^', thereifs generally not suffi- 
'Vient time, and some ^hools even fail to provide 

formal mstructjon m the use of quantitative methods 

despite their inci;easing us^ in medfcal'and scientific 

EPIDEMIOLOGY ^^'^'^ 



. This chapter is an atl 
of what should be cpv^re 
preventive mexJicme m fori 
bf epidemiology, demogra 



ipt to provide an outline 
by ever> department- of 
la) teaching in the areas 
r>. and bioslatistics Pnor 



to doing \h\ti It IS nec^an to note t^o^ problems 
facing ever^ department cljairman. namel> . the 
hmited 'number of hours available for* teaching in 
these areas and the vearfs) in the medical schod! 
course cutnculum that shall be assigned to the 
department of preventive medicine. In schools that 
have adopted a 3-vepfr curnculum> there ma\ be 
bttle chokie for either student or faculty Even in 4- 
year schools, ipuch of the teaching in preventive 
inediqne ts rekgated^o the-firM 2 vears Since there 
are many dinicaJ points iri leeching matenals used 
in epidemiological instruction, it .is desirable to 
attempt to carry out teaching m the liitter part of the 
second and preferablv in the third and or feurth 
years It would appear self-evident that 'the jnore 
mature the student and the more clinically knowl- 
edgeable, the more rei^eptive he or she is likelv to 
be to preventive medicrn^ te^hmg. On the oth^r^ ^G>*'| 
hand, epidemiology, bio'siatistics. and 'demt^raphy atteption 
comprise the basic science of preventive medicine. 



There is much variaUon in leaching approaches to 
epidemiology The polar views are represented by 
those who give a tfaditionaf course focuAg on 
communicabFe diseases, and those whq reject this 
emphasis ^n favor of preparing the student in ho^ to 
better read the literature /)r h^mg the student 
envelop skills through problem saving. Some feel 
that th^, focus should be predominately on delivei 
of health care in the United States -and proWe 
inherent therein. .VVhile the various departments 
'appear to have totally disparate approaches to 
teaching, there is, in poin^ of fact, a substantial 
overlap. Even preventive medicine gourses that 
focus on critical reading abiUty or problem solving 
draw upon a j^^at deal of tt^ditional epidemi^gic 
teachmg con^ts. The recent spate of r^^^P^" 
books in epi8emi?9<jgy /Te^ both the ^SKrlg^ 
impoTlance of thi|L\^^ect in ni^di^;ftJ'"Wl»ation and 
the variation ;of te^pwi'g approacKes, ^ ^ ^^^ 
in representing wh«t evSry student should be 
taught in dpidenegplo^. we have di^wn upon the 
expenence of cftil^rs, Tb^re follo*vs t)efow, for thj 
most part* ij^outline form', a consideraUoh of (A)- 
ves: (Bj-^^pecific* terma^'or" ^oncept^, 
e^i^ ar££k6 tha^ ^arrant 




teaci^ 




and not a it<H medical schools prefer to introduce, 
students to the^» subjects even in the fiT?t year bf* 

the medical coprse Dunng the first year, anatomy. Ons^g^ral ^^]^ji^uy\xi^ is to familiarize the* 

b'iochemistry. and physiologv ?ach hiive larger-'* stQcteftf tWiScI^' c^j^ and methods, f he 

blocks of ume. and in this competitive situation, o!^^^^ is \2lit^9fy^r6i^ th^^ofej&tiVes listed 



Ume avail^le for preventive medicihe , is di^tipiJd:^'' ^^^fbf *a "^^^ 
limited. By the second vear, students afe f6ok4<jg>' ,\ ?)4^5^^^ p^Eei^^m^^^lg^^^ 



forward to the clinical >ears and* are fikely to be 
, exposed -to somq, aspects of clinical;^in^dicine This 
* is an ideal Ume to expose them simultaneously to 
preventive .nie^pcinie.'conc^epts — before the> gj|j^l.l> 
» .mvolv^d m clinical problems that ftx:us on indjvid- 
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Califomia'at 

1. \y hat ar^l^^ main problems, of health and 
; -tiise'ase.. ^p&rially, in .|lie Unjfed ,$ia^^,.^-.-y. 
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Methcxte Qf laeasunng and descril5ing health 
problems ^'^^^ occur in population groups: 
including incidence, prevalence, nxjrbjdity. and 
niortaliry rates. 

Methods of comparing heaith problems among 
.different populations including principles of 4 
demographic charactenzarion and adjustment 
for age a%d other jSossible'confoundir^ vaha- | 
^'!es. ^ , • ' 
2. Ho.w epidemjofbgy contributes to knowledge 
of disease etiology 

Characterizatibn of disease distribution by , 
tir»e, place, and person Approach to an 
epidemic of knpwif pr unknown etiology. For- 
mulation of hypotheses^escripuve and retro^ 

, spective. Evaluation of hypotheses j^- 
Epidemiologic' study design— prospective, ret- 
rospective,, experimental and cross-section, 
samphng, selection of conifbls. rmgrant studies 

*Uses of*vital statistics and the selecjtion ^of 
stjjdy populaUons Aaalysis iind interpretation 
Of epidemiologic data— variability, means, de- 
ductive inferences, observer error, significance 
Determination of association and rflk factors. 

3 How disease is controlle(i m population 
groups: • ^ 

Intervention m the natural <|gstor> of disease-*-^ 
_yaccfcne ^nah and vaceination programs. dru| 
trials \ ^ ^ * 

MulUfjfe nsk intervention 
Screening techniques . ^ 
Role of epidemiology in evaluation health 
care dehvery and utiliza^on. 

4 How scientific evij^tiohs are -made: 

ABility to evaluate' the medical hterauire < ^ 
Abiltfy to evaluate an unusual observation 



\ Specific Terms and Concepts 



Tfie Wallowing are ' s'pecific t 
included in a comprehensive^ pi 
teaching program. 

accuracy 

agent^ physic|r Nolbgic. social • 




that should be 



venti^^fiiedicine 



bias 
earner 
case<ontrol 

causation: ^ause and effect 



4> 



chronic 
clinio^j trial 

^ohort^ birth, currentjBige ^ 
conimunicable infections . 
conta^ous' communicable period 
contaminatron ' * 

control 

controlfed study: cross-over sti/dy 

cross-sectional study 

descGj^ve epidemiology 

disease spectrum\ \ ' * 

distribution 1 

double blind stud^ 

efficacy • 

endemic 

environmental* biologic ^physical, social 
epidemi^ common, source, ^progressive 
expenipPital study ' 
fomites;:f-* 

host-agent-environment interac^p* 
immunity: herd immunity ^' 
inapparent 

mcidence - * 

incubation penOd 

index case ' ^ w 

inter- and intra^observer variation . 
International Classification of Diseases 
infection 

infestation ~\ / ' 

infectivity I > ' , . » r 
intervention 
latent 

longitudinal! study • / . ^ 

morbidity' ^ ' V . 

mortality , - > v , * ' 

natural history ^f disease 
patl^ogenicity 
pof^ulation 
t^i^^ation-at-TisK 
. pgftal of entry ' ' 
pitval^e: point, period ^ • 
prevention: primary: sccopdaiy, tertiaf^, 
precis^pn 



precursor \ 



V 4* 



I proportionate mortality 
/ 1 ^o^dti*fc ijsru4y ^ 

^<IUarantihe ' 
- ratesr adjusted. ^6d^e,'specific^ 

%iecrudescence 
Reservoir . 
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resistance: infierenl, acquired 
retrospective study * 
risk: absolute. attHbutable: relaUve ' 
nsk factor 4 ' ^ 
seasonal vanalion 
secular trend . 
. sensitivity ! 
, screening 
specificity* 

standardized mortai!t> rates 
standard populations . 
suscepnbility ' ^ 

target popiilaUon - % 

. transrftission: indirect. dii:ect>-C'xdic^ 
variability 

vanable* independent, dependent, confounding 
vector 
vehi?!le 
virulertce , 

zoonoses * , . 

» ' i ' \ * 

, Certain of these terms require tinie and the use of 
many examples to msupe 1heir assimilation. 4^c- 
tures need to be complernented by group discussion 
©f exercises to reinforye understanding in the use of 
these terms. Bf^f]y,yuch exercises include* 

Calciilation of\ Rmes, Students have ,to calculate 
rates by thefns^lvys in the Context of a problem to 

• understand the pnnciples and ^cralohale fri'tteteT'^ 
.mining vanotiy rat*e*s A classical example is the 
understanding made available by work on age- 
aii^sted rates, 

• Types oy Studies* Rec^^ninon of the differences 
between ^pss-sectional. retrospectiJt. prospective.* 
'an^ otpr types of studie;s. together with the 
^iStcUan ofi)ne to answer a given question, requires 
a greilt deal of teaching effort. Cohort analysis, a 
valuable tool in an mvestigation. is appreciated by 
'Stuaents m lectures supplejnented by a problem- 
solving' e)Cercj5e. as irt ^ilfdies of lung cancer and^ 

• tiioerculosis. Laboratory: ^exercises should be ^n 
ikegfal part oY ap epidemiology cpurse.^since they 
p»t only 54jpplemenf the lectureibul they pom! £ip 
/difTfculties in the analysis of data. ^ ' 

I Jft additiorx. lo\th<^ terms already listed, certain 
/ T^e5 and^fatios are 45f particular importance *Th^se 

agSe^specrfic i^re 

attack rat^ ' ^ ; ' . 

case»fatality€atio " " • 



cause-specific rate 
crude ratf 

disability rate * 
fertility rate • ^ . - * " 

infant mortality rate 
mat^al mortahty'rate ^ * 

neonatal mortality rate 
- pennatal mortality rate 

C Specific Disease Areas * 

I. Communicable Infectious Diseases. Analysis of' 
communicable infectious disease remains a marvel- 
ously effective way to teach the 'Tmsic principles, 
concepts, and anaJylic procedures. "\Ve have found 
the exercises distnbuted by Dr, Milton Terns of 
New York Medical College, Department of Com- 
munity and Preventive, Medicine, to be of great 
value m teaching epidemiologic principles that relate 
to communicable diseases. 

2.. Specific Disease. Hypertension; tuberculosis; 
carcinoma of the stomach, bowel, bre^t, and lung: 
venereal diseases: hepatitis: coronary OTfery disease; 
mental illness, 

These hav^ been chosen because they are imppr* 
tant. occur frequently, and, with the possible excep- 
tion of breast and, stomach cancer, can be prevented 
or controlled at l^t to some extent. Carcinoma of 
lhe~stomach and carcinoma or the t>owel appear 
>^ particularly important ^ecause^ -^e intriguing 
incidence trends of the former ami the extreme 
geographic Variation in incidence of the latter. 
^Through rapidly expanding research on the potential 
role of toxins, fecal flom, and diet, Students ^oiay 
better understand the epidemiologic beha'vior of. 
^these tOmors and the possible role of the various 
nsk factors. ^ * 

The case Example of carcinoma ot the lung, 
provides not only an- opportunity ip analyze. some 
classic epidemiologic, studies, but also to demon*' 
strate the distinction of association from causation.; 
It provides an opportunity to look at an important 
problem From a multifactorial Roint of vieN^, i.e.. the * 
influence of tobacco, viruses, vaftatdxins. trace n^t- 
als. and air pollution<^mong others, - ■ -* 

T||e epidemiology of tubTculosis remains of 
enorft(ious interest, both in re^rd to its diminishing 
mcidence in the U»fed Slates, the international* 
pattern, the relation eptdeffilologic data to ^infec-.- 
tion conce}?ts. ^arni Ae^proposed new attack. in the' 
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United Slates on ihe resa^voirs of tuberculosis 
infection. 

Currently, the venereal diseases and hepatitis are ^ 
two of the most important set^ of epidemic diseases 
jn the Uruted States Salm^^nella mfection crffers^^ot 
only an opportunity to look carefully at common 
sdurce epidemics, but to focus as well on what is 
'really needed to render foodstuffs and liquicfs nonin- . 
fectious. Our students know far too little abbut the 
mechanics of food contarfi^k^ation and decontamina- 
tion. ' ■ 

The prevalence of hypertension and coronary 
artery disease, the ability to intervene in the fomter 
by secondary prevention and in the latter by efforts 
at^contryl of nsk factors make these crucial compo- 
nents of any preventive medicine cumculum 

Mental ilJness is alL too f-arei> taught from the 
epiderni'orogic point of View and, more than any 
other &>rm ef disease, it rs considered as a one-on- 
one doctor to patient entity. This, clearly, is short- 
sighted. , There ><.re differences in rates m vanous 
areas aifd definable risk factors; increasingly, dat^ 
from registnes of mental disease ^re arvailable ,for 
teachirtfe' purposes 

In mamy 'of these areas, specific exercises are 
available fropi Dr Milton Terns that are relevartt 
and helpful 

43, Accidental li^ury. Homicides, and Suicides. The 

prevention 3of injury due to accidents has l6ng been 
ne^^cted in ^tie medical school cumculum; yet Ms^ 
IS the leading cause of. death between the ages of ! 
ahd 44 years Homicides and suicides are not far 
behind m the age, groups of 15-35 years. Students 
are often quite interested m these areas but, for the 
most part', feicullies are not There is an increasing 
interest on the part of epidemiologists in societal 
problems,, and mucti mtnguing denjOgraphic and 
psychosocial data are avdji^ble for ust in j^tudent - 
teaching programs ^ ^ " 

4. Us^ of lUidt thongs cr FromiscuouEr i^iti2ation of 
Licit Dri^. The abuse of aJcohoL marijuana, over- 
-the-counter medicaments, and prescription drugs 
occurs iri ^epidemic proportions m the United States 
Many competent epidemiologic studies 'oh the u^e 
of illegal mind-altering agents in suburban communi- 
ties, in high schools, and .la collegct have beecr 
^conducted Much^ known'' abouf th^ reasons (or 
use and tionuse^iilhe changing pattenjs of involve- 
ment, and the interrelationships amon^drugs.. There 
arc far /©wer studied an the use of legall^ (plained 



tranquilizers, sedatives, and stimulants by house- 
wives: busiffessmen,- and others, but data are <iccu- 
mulatmg It is valuable for the student to become 
informed fen these problems. There at^, of course, a 
plethora of studies on alcohol. This intoxicant costs* 
us tens of thousands of lives and an estiriiated $23 1 
^billion in economic loss each year, but the subject is 
underrepresented in preventive m<;dicine, teaching^ 
Even when it is taught, thejncliffation is, to stress 
clinical manifestations consequent to alcohol abuse 
rather than risk 'factors and demographic aspects. 
' 5 Hospital Epidemiology. This is becoming a* 
bonafide subspecialty area of its own/ The methods 
u-^ed to gather data, the organization of hospital- 

♦ based teams, and the surveiH^ce of nosocomial 
Infections are an intnnsic part of medicine in the 
United States today, and the subject should be 
taught in preventive medicine The student should 
be conversant with these problems by the end of tJ^ 
second year a*hd before entering upon clinical 
clerkship experiences. Many hospitals have ap- 
pointed holfpital epidemiologists whd could be called 

.-upon to take part in teaching in this area. 

6. Geographic Medicine. This particlilar area of 
preventive medicine becomes more impq,rtant each 
year. Marked differences in the rate of stroke in 
Japan and the United States, or a comparison of 
United States' coronary artery disease rates with 
those of^other areas of the world ^re worthy qf 
substantial discussion re I at to diagnostic' stand- 
ards and nsk factors The international statistics on 
cancer are of ^;)anicular" interest With yirtually ail 
the important neoplayns, 6- to lOfold differences in 
reported incidences cKCur around t he ^ciHd.^ Esoph- 
ageal cancer in certain mideastem ^reas pccurs.with 
a. frtghtening frequency m companson to, adjacent 
area^jJi^'a few htindrq^l kilometers aWay. Students . 
appeMpp be progress^el^ more intrigued with , 
internanonal disease compansons and their potential ' 
meanings for the preventive control of environmen- 
lal'factors. 

• 7 Occupational piseases/'Thete are many |ess6ns 
to be learned from the prcventiye^jnedicine experi- 
' ence of those engaged iifxihev^rk"^ occupations 
medici9e> Adult populations-at-ns^^re more acces- 
'sible for continuing evaluation, ano long-term obser- 
vations are available from 'pjre -employment and 
penodic examination records. The systematic epide- 
miological investigatfon of mdiistrially occurring dis- 
eases may, in fact, give early warninjg of the 
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'l^leniial hanr. of vanous substances before this is 
evident in the commumiy-al-large The long-term 
' consequence of low level dosages of the nev^ 
chemicals bemg nianufactured requires evaluation 
for mutagenic as yv^ll as carcinogenic effect Pre- 
ventive medicine teaching at p/esent does not 
exploit or represent adequately t(le lessons to be 
learned from tlie ^orJ^ envtronmeni: 

'Oisaises Tran^itted from Animals to Humans. 
In recent years, the. incidence of disease via the 

* aninial-to-human route of transmission (zoonotic 
disease) has been a cause of mcreasmg concern m 
both rural and urban communities Whereas agncul- 

. turally refi^d and feral animals cause a substantial 
^^^jimount of the ztH)noses rep^med. htujsehold pets 
are not. free from potentially pathogenic organisms 
Both dogs and cats Have been implicated in rabies^' 
and larval migrans. Dogs may also harbor the 

* organisjBifc- causing leptospirosis and echinococcosis. 
-*any cats contgbute \o cases of toxoplasmosis and 

cat s(;rat€h disease. In, addition, birds have been 
associated with psittacosis, domesticated ,animals 
>with tularemia, and domesticated turtles, chicks, 
and dL'kJmgs with salmonella' infections Many of 
■ - these, as well as j)ther ^nirhMfv, serve as reservoir 
host fur arbo*(irthropbd-/?ame) diseases transmitti- 

^ ^ * We to nnafv 

The incidence of these diseases depends on the 
-geographical area' and presence of ijhe susceptible 
animal species, ifk population-at^nsk '(more children 
may mean a higher riskj. and problems . in_lhe 
institutiDn* of contml measures- limiting the , size of 
pet |K)pulations.M*nlinances agamst improper dis- 
posal^ of animal excretJonsf^and immunization prac- 

\t tice^, * ^""^^ 

• Medical stiidents. as future physici^ns^ need to be 
mformed on procedures foj f^portmg ^zoonotic and 
other forms of jnfectiuu<» d<seasei). and to 'be awarf" 
of the basic epidemU>logiC pnntiples £pr^ thejr. pre- 
vention' and control \^ , ^ " 



'understandi;ig public health issues and for placing _ 
them in proper perspective. They provide'th^ key to 
the betteV understanding of international health 
issues It wpuld'be a pity if medical students are not 
given a proper grounding in this area. 

Historically, population issues have been, and -still 
are. filled with controversy. Physicians have be- 
come involved increasingly with one of these prob- 
kiiis. jiamely. the matter of popifction control. 
Indeed, this may prove to be the single most 
imporiafit pfoblen/ that society will have to face 
diinng the next 50-100 years. ^ « * 

From the medical perspective, one can cohsider 
family planning as a kind of personal, pceventive 
healtjh s'ervice: and. more recently, the profession 
has begun to think of famijy planning m terms of the 
health of the family unit as well. This extends the 
howzon to include the wider societat arena of 
pt^pulation/ since family artd personal h<eaUh are 
inextricably related to societal health. Furthermore, 
in recent years, increasing attention to the role of 
environmental pressures on the health of individuals 
IS. tacit, reflection of general acceptance of the notion 

AOf 4he multiple causation of disease, in medical 
education, population pressures (density, over- 
crowding, etc ) ar^ recognized as etiologic in ilf 
health, and they rank as a legitimate conceVn of 
>nedicine — particularly preventive medicine. 

Another reason for including tUe subject of 
pt:^lation in the medical school curriculum ha^ to 
dp wjt1i-fh^ .concept th^t physicians. a».a group, are 
among the opinion headers in society, and. as such, 
they have an educational and perhaps a responsible ^ 
political role to pJay m the de;viflopment of broad. 

- societaUpolicie^ in areas s|^ch as pollution and. 
population For the reasons* above, it %ould seem 
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p include a discussion of. these * 
se in prevetitiye medicine. It 
^,^)e catastrophic for students to 
^edk: al sc/iool without formal «xpo-' 
_ _gft^ ics and population prob- 
DEMOGRAlHiY ' ^ ' \^ It^^^^^re •are"!a*\mber of more pnagmatie . 

V(^nfi wRy populglion education shoiild'^e in- 
Demography .'as the study of pt)pulation dynam- ' eluded ifi the curriculum: ( ^ , 

ICS, has long been part oCthe foundation on v^lck^^ f^opulatiqn changg ^barring drWoatic ^IU;raiian^ 
epidemiology and public healthiest It is imperative 1|JF death#ates) is uruma*ely theVe^sult of many, 
that students understand one m its fields 'of stutjp. ^ niany individual, Ve product j^e ^ecisipns ^b- 
yitaL statist ICS, and learn the techniques fpr^describ- viously^physici^ns afe in a'cntic^l pD<ition\'is-a- 
ing and anal yzjiig tlata ^ ' vis influencing ih^se decisions because their opin- 

Vital statistics offer an incomparable method for ^ ions are actively solicited, Therefore, tjiey mu^t' 
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|)e convers^^enough with the data lo provid? 
accurate answer^ fttid knowledgeable advice/ . 
' 2. A related facta? involves the reality lhab 
physicians largely control the piost effective meth- 
odj» far family planning, a^'ihus ^i^skians are 
crucial to implera^i 
their patients 
objectrves. Jhese 
oral cgi:i0^v^' 
abord^( 
case* 

lancer^ ^ ^ -f^^ > 

An ^^Jii^m topics for irtcteigh in the cumcii- 
lum mi^H inctude the folWv^iog:. 
^A^ Tfievt>fat*m of ^ saejitifiv study of popula- 
' ^ tk)n;, ^ , ^ ?r 

'-J^ A descri|^e diwilrt^. ' , 
.} 2^ Controw^sies .^r the laws of po] 
.dynamics 

B DefinitiDns and exp^natfun aA nrdim^i 
' popUl^ion dynamjcjy. ^ ' ^ . 
J. Birth, death. and-fertiUty imiae^, 
i R^te of .natural increase HgroWth^oBte) . 
\ ; a Emphasis 'oh th^ fa^ thai ; s^/ningiy 



of.the^pt^tives of 
f cuhaf^^ aUd societal 
-of couree» net only^he 
immuterine devicei^, bwt 
n as, well. This being the 
' education 6^ |)hyf}cian^> in the 
lyitijg;*^5^s IS cte^tfiy dTcriticai impor- 




Concepts and isbuju^lating to po|)ulation plan- 
ning. . * ^ : 
L VoUintarfsm — will it do the jSb? 
2. ' Other incentives an^ disincentives. 

Governmental pro- and aniti-natahst pol- • 
iciei^; • ^ . . • 

>^ b. . Tax^iion. . * 

* c, pthteT^ • 
G. Retigibtfeund ethicjil considerations. 
' *1. '4^wrent status. : ' ' ^' I . 
-f^' % Jhe genocide issue.^/ 

^'"'^ a. ^JSlaWonal fertilijy. studies — desired fam-- 
;^Jly size. ^ ^ ^ 
ciirfenl scene J ; 
Legalises! 

hegislafion ' ' . ' ^ . ^* 
hibfoopiruon* trends, and political consid- 
eratii^s. * * ' 
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ost^ medical educators recognize the importance 



of ofTeringf s*ome mstryction in biostatistics to medi- 
c^<stude^lts. Hdwever. the qUaliiy;and quantity^ 
biostatistics instruction vartes^markedly among rtied- 



low percentage change m rates can ocal schooji. and decisions as to course ' current, 
uifimateV havtvprpfound'efrecW. niTrhber o' instruction h<5urs. and coVse format 



fllustratfcns of growth rates ^ and dou- 
blin^limes ^ 
. . 3 Undei5slariding why btrth rates can decrease 
, -yet the population continues to increase/- 

a Concept of zero p^puiati^n growth sind. 
' j>et pepToducrlqn rate^. ' • 

C. Tte Maithu^n de tnne of population clj^naitj* 

D. Some representative statistics to illustrate^ lhe : 
, niagnitude and severity of-the .probjeijar of 

population growth 

1 Ui^ed States. 

2 Other countries ^ 
f Heaith tgiplicatrons of population* Contcor-'for? 

socie^ 

*qost bfmnwanted pregnancies. * ^, - 
Cost effecnve and cost b^p^ficiakf&^M'^s 
rpopulation planning, . , ' 
Overcrowding and stress reaclK>n5. \ 

a. Controlled animal studies ^ 

b. The natural expenntent— the Icmmipgs.' ' 

c. Parallels and" possible extr^j^dons^ {o 
humane. * ' ^ ^ : ' 



frequently ^Fe detecmirted by the interests^ naotiva- 
' tion. and training fef a ^mall number of toncerned 
faulty at^'eaeh yptitiifeon. and their aibHity 
• inflddnce poHcy bn core OMjici^u^ - . 

Tfii^ overview represeijts an^ ^tteitipi -to/ptece in 
perspective the rok of btostatisti^^ in the'ntedical 
cunjculum and to proyide^some objective guideline^' 
: for te^ehing th^ subject. - ' f , \ 
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lal^i^ .witHin .tbe Amenc^n^ 
kickjtion tp estiiblish 4 mectwnfsflEiJfijff;^^ . 
amprtg teachers df t>!ostigitTs- 
on ho^ iiest %o*ffeal with ^ . 
jlK)tivati<*ri. limited" cfOis^iHme. .^ 
rhanging mecJicW 'scho^' gb^ls. * V , 
s^ibsecfion oiv T^^^^i"? 9^ T 
tth Sciences wa« f^rprally^ 
meeting- <^lth^ Amcg;^^ari' 



bM)Stati^tic& curricUa in rtfedic 
Lfm^Ufft^ by Hopkins in 1957, a 



Epfrii>miolagy^ *p.emography, dfid Biostatisticsll9^ 



fii^t task was (o initio a more i^-todate survey 

Of the 109 schools respwding. 55 (50.5 percent) ' 
offerejj^ a^separale ij^quired" course in biostatislics. 
Another 21 schools (19 percent) rlquired. some' 
exposur^lo biostati^ics as part of some pther * 
course or*o*n a sejf-rleaming hjisis. Therefore, some 
biostatistief^trdinif^g was 'I'equired'of all students in 
70^percenl of the particrpating medical schooFs. 
rc|fresenting a decrfeas^' fron^th< 83 percent figure 
reported in 1^57 {3). Biostatistics v\as offered as an 

, elective course/m*18 scbo6ls (16 percent) and no 
forma) traimng in ^Bioslatistic^ v^as* provkied m.l5 
school^ (J4 percent). A^niMig 66 schools vMth re- 
quired insirucrion. tl^^^liedian. lime per course j^as 
2\ hoiiTV ??ixteen of these Schools (24 percent) 
olfe^yJ )es<i^ than I5-4>«UC$. and 4 (6 percent) 
required l^sv iVailt^ hours of biostatistics instruc- 
tion. . * ♦ 

AUhotigh the median, required exposure time 

^ilKi4ase<ifrQm 17 hours in 1957 to 21 hpurs m 1969- 
70^ the jf3#:opoftion of schobis offering xio formtff 
tnosta^^^^ msCruclTon w^s virttiaily unchanged dur- 
ing tkk^ fmei period (15 to I4;peqpeintr. ^4oreuyer, of 
4J schools, tha^ were offenng a required Course m 
^{aifstiis>n >%<f^5 as w^l as in J969^70, 1 1 (24^^ 
percent) ivere aJloiting ie^s time to the course in 
» 1969-70. Wifik the majority^ fhe, medical schools 
had appar^r lly uj:^ra'ded ihtir' bioftatistics cumcu- 
turn, the }96^70 survey revealed that approximately 

*.one^tl|ard of the^partiGi|»tihg schools offered little or 

' noiorhi^l reqtiired msiruction in biostatistks. 

JiKliflcitiofi fc»r TdMMng &k>st;)ti.iUcs ia JVfedkral ^ 




stang^al 'rtMnofity df-roedieaf sc^hooJ educa- 
tors;ap^a consideiable numtKir of ^nedical students 
appear unconvinced of the importance ;of, medical 
students receiving requiiied instruetioii in biosti^tis- 
^dcs. MedicaL students, who tend' to give highest 
pfionty to subject muttet<ovei1&d on^the. National 
' Board licensing examinations. haV.e long been aware 
that, biostatistics questions were finely 'included in 
Part 1 (Basic Sciences), and J^yse ;generdlly consti- 
tuted no mgre than pejp^t ^f the questions m 
lUe public health aiw prev^fntive meuicine ^segment 
in H of the exafnipatiOns. Why thcn\ fhey ask. 
should thp^'be r^^ij^ered to devote timp to learning 
>biostatistics at tMy;u)er^ of other seemingly more 
"relcvaitt'' jWbj^tsJ/Since 1973. however, statisrical 



questions have been iqcludbd as a regular feature of 
the behavioral sciences component jqI' Part 1 of the 
National Bbard e;?aHlinatioo, and this is bound to 
have an impact on the need to prepare students 
appropriately. ^ ' 

While it is, important^ to prjpa^e student^ in 
subject matter covered on the National Beard 
e*;aminations.^the inclusion of bfostatistips in the" 
medical school core currjculum Is justified on far 
stronger groonds t+ian^tlH*s. Introduction to this 
discrpline will help the future physician: 
' 1. To more critically asses^he radical literature.^ 
2. Td^gain insight into biological' variability an^ 
the range of .'(^pormal" as they refate Jo cjinical 
decisions and' the evaJaation of'taborat^lTry 
results. ^ » ^ . ' • 
3 To urRlers^nd the nature of expenmental tnals 
and success or failure of diffrfent prophylactic 
^ and therapeutic regimens. 

4. To be able to participate actively and contrib- 
ute as a mernber of a research t^am/"^ ^ 
While in school, medical ^students are taught the 
oest methods of diagnosis , and therapy. Aftergradw- 
ation. they must depend' on current literature to 
learn new methods and must be able to evaluate*for 
^themselves the results of the work ofotherj. ♦ 
^^he growing emphasis on the role of quantitative 
methods in medicine makes«^it imperative thaJT 
medic^^l students Acquire, some knowledge of basic 
statistical concepts so that they cjn critically assess 
the' statistical findings io a techjiical articte. -A recent 
survey by FeinStein (2) of statistic^al procedure^ 
appearing in five general medical perioklicals dis- 
close(^ -that ;* reader qf the scientific sections of siich 
literature can expect tq find statistical procedures in 
about one-third of the papers. To icompourd tf\e 
problem, a st^stical evaluation of jO frequently 
read* and highfy regarded /medical journals, c^n- 
ducted by Schor an(^*Karten im'^964 (6), revealed 
that in almost three-fourths of the reparts^ead, the 
conclusions, drawn were ^invalid in term4K)f^the 
design of the experiment, iRe type of analysis 
performed; or the applicability of- the statistical tests 
used or not used. Although *the more reputable* 
mcdi^:al^oijrhals have vastly improved their statisti- 
cal screening procedqres* during the past decade, 
^invalid studies ^till appear regul^lj in the medical 
literature^ Therefore, hic^dem physicians' need t(J 
understand statistical^ principles §dr that they czix 
critically apprais^' research reports. In addition , 
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slalisticaT imining conlribdtes to an ufv^erstandigj^ of 
the concept i)f ncrftnal variation, whieti is esstflg|jil 
for evalbating teboratory tett results. Moreover, by 
kkggixxg how to colject nnnl^^r nnd intVrprrl .datn 
and to arrive at proper conclusions, future physi- 
cians wiH»|ie in a better position to asj^ss the 
[ijfnitaticms tcif their own clinical experienx:e. to 
^rtJcipate in group research, to recognize when 
circurhjjbances warrant the application of statistical 
£neth<J^fe.,and to realize when to seek statistical hfejp 
at a higher IdVel. 

Hoyv Bio^tistics is Being Taught in MedidriSchool 

. Jn* J%9^?0. most schools (62 5 percent) were 
, teaching biostat;stics* exclusively by means of the 



sfzed basic statistical principles an^ was designed 
^thefuture pq^ticing physician. A second course 
resented biostati ^ ^al materiak ffrii p "^^'•^ mnthn 
^ iTia\il!if punit orview! The thifd option was intended 
mainly the future physician wh^r^would be 
involved in clinical research or laboratory experi- 
n^enls. ' . , 

There is no accepted t>^t method of teaching 
biostatistics. Courses have to be designed to meet 
the n eeds c^-^t3(ient&^^wi the resource's of each 
m^^JHpool. Becajuii^ incoming students differ in 
\ their ^for ejcpos urelltu^tistical methodoloff , 
Amferg5T"is ^Qwfng . in sel{^irtstmctional,*nitljK)d&,^ — 
Huch as programm^ nnstructidfTlexls and compuier- 
a^isted instruction (CAIl which alto w tty student . 
to pcgceed at his or her own pace. 



traditional cfcissroc|U lectuj'e apprtKich, often supple^ 
mented by^jiumerical pfljj^ms. discussion penods 
fpr questions*, cntical review the^ literature^ and 
in-class -quizzes Recently, s5me schools have ex- 
perimented with le|s tPdditional methods. At the 
Mc Master University Medical School, slide tap)e 
shows. Video tapes, and a series o^handouts ^re 
used almost exclusively in place of rormal lectures. 
At the University of Iowa College of Medicine, a 
programmed self-mstructionai 4nanual is erpployed 
to present biostatistics material to medical students. 
At the Medical College 6f Pennsylvania, the biosta- 
.tistics* course evolved from a senes* of nine 3-hour 
sessions, eaw^h comprised of a lecture hour/and- a 
small \roup-confe'rence hour, to a lecture-free for- 
mat utHizing a ^self-mstructional, text supplen:iented 
b.y» weekly smill gfoup-confei^nces- and-.sfiort 

qoizzes ' ^ ' ^ . , ' 

. One of the major problems confronting the* hiosla- 
tfstics instmctcJT 'in medical schools is the'»divq,rse 
baO|$round. capabilities, and interest displayed by 
jhe incoming st!|dents In l%9-70. more Xhan one- 
iHalf of the schools requning biostatistics exposure 
made ilo provision for exemption of ^tudents from 
the hiost^nstics requiremenron the basis of previous 
prepara'tion or pe/fornranc-e on a qualifying examina- 
tion Approximately one x)f ten' schools requiring 
biostatistics exposure were offeRng alternative^* 
cou^e$ for students with differing backgrounds. P\r 
e\an{ple, students atteridiri^g Harvard Medical 
School had tho' option* of selecting one of three^ 
^ * biostatistics courses dfffering m nrethpd, viewpoints 
and emphasis.' Most students opted for a.basic^ 
cogrse in introductory biostati*stics which empha- 



In tne 1%9-'^)- survey (/), the individual assuming 
major *Kj^six)nsrbility for biostatistics instFUCtforr in 
the ^2 schools requiring exposure can be, character- 
' ized generally as a tnale between 30 and 49 years of 
Sge, with a doctoral degree, employed on a full-time 
i?asis by the medical schooj' at the rank of associate 
professor or higher, one who lias had his princi{>al 
formal graduate training in a department of statistii 
^ o^ in the biostatistics department of a school of ^ 
t public health, and who considers himself to be - 
prim^ly^ biostatistician, biometrician, or biomath- . 
^ematician. In 1969--70^th£__yasX-4Rajeft^^ 

responsible Lnstruciors w^ere professic^dal statist^^ 
/ cians -wherea;s, in 1957. Xtk maj6nty of biostatistics 
injjtructors' did not consider themselves to be pri- 
man^ statisticians. 

\ What Biostatistics Tb^s ar^feejng Taught in,' 

Medical School * - * ^ 

In the absence o* firm guidelines and standards, 
the individual wha assumes responsibility foH^feach- 
ing biostatistics to medical students is called upon to 
make a subjective determination of w^t to include 
in tfie biostatistics curriculum, within. the constraint 
of the time allotted for thexourse*, Accordin| to the 
19iS9-^0 jnventory. '(/) al l^sn one-half of the 
medical schools that required biostatistics exposure, 
gave major emphasis to^the follo\vin^ topics: , 
L Ffeqfiency^distnbutipns, tables, g^jis 
2. Measures of central ten(fcn'cy / ^ " 
, 3. Measures of variability i 

4. The foncept^of probabilfty iistribations 
5, . The nof nial distribution , . ^ 
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6. Sampling distri{)ution of means, central-limit 
theorem ^ / . 

7. Confidence Hmits 

' 8. The /-distribution "4 
^9.' PHnciples of tests of significance 
10. r-tests for comparison *of two groups 
^11* Chi-square test for conaparison of two inde- 
^ pendent proportions 

17. Medical experimentation: xlinical trials, ran- 
domization, etc. . 

13. Fallacies and pitfalls in numerical reasoning: 
common sources of bias or selection in 
m^dipal studies . , » ^ 

14. The scientific method / * 

These 14* topics could easily constitute an accept- 
able ba^ic minimum curriculum in biostatistics. A 
comprehension of the^ subjects should provide 
"sufficient understanding of general statistical ^con- 
cepts tQ prepare st^cj^nts for the Natbnal Board 
examinations and to eij^blfe them to cope with the' 
bulk of .the statistical issues in the medical literature. 
Indeed, Feinstein's survey of five major medical 
journals (2)^showe3 that "a physician 'who compre- 
hends standard deviatio/is, standard errors, f-tests 
and chi-square tests wfll be ready for about three- 
fourths of the ^tistical proce^dures that cenfrdnt 
him." if the time allotted to the course in biostatjs- 
tics is insufficient to cover statistical, applications in* 
detail, emphasis should be placed' on the principles 
<fnests^of significance and the ba^c assilijiptibns 
underlying statistic'al tests, while limiting the discus- 
sion Xo one or two illustrative tests 9^ significance. 
A physician scanning the medical literature does not 
nece^ril)^ h^ve to know how to aijply a statistical^ 
test? butJie}should know how to ipteipret the results 
of a^portedtest. . / 

According to the 1%^70 inventory, (he following 
topics were 'given at .least minor Emphasis ii). a 
majority of the required ^biostatistics programs, and 
thfy merit strong consideratioa for inclusion* in ther 
curriculum-tf time permits: , ^ " 

1. * Elementary probability: adSitive ancf multipli- 

cative laws 

2. Use of binomial distribution ' ' 
^3. Simple linear jegj-ession and/or correlation 

4. Chi-square and contingency tables beyond the 
' nyx 2 , * • 

5. Chi-square goodness-of-fit test k 

f>. Nonparametric tests* for comparispns of (wo 
• groups- » 



♦ 7. Vital statistics rates and ratios, rate acyust- 
mentv-population life tables, • ' 

8. Medical surveys, retrospective, prospective, 
and cross-sectional studies. ^ , 

The last two topics frequei^^^sare offered elsewhere 
in the medical curriculum; generally in a course in 
epidemiology. ' # * . " 

A more comprehenisve and detailed pr<^sal for 
a core ,turriculunn in^ medical biostatistics wa3 
recently reported by a committee of the American 
Statistical Association's. Subsection on Teaching of 
Statistics in Healt^i Sciences (5). Ttiis curric'ulum 
^ggested additional topics such as scales of meas- 

• yrement, ^'sensitivity and specificity -of a diagnp^ic 
test, conditional probability, nonparametric meas- 

' Ures o^correlation, and some .topics in multivariate 
analysis. 

' / 4 . . ^ 

' When Biostatistics Is Being Taught in Medical School 

^ « 

The 1969-70 invenfory of medical l^cliools re- 
vealed that of 54 responding schools that gave a 
separate required course in biostatistics, 76 percent 
' dffered the 9burse in the first year and 20 percent 
offered the** course durflfig the second year. Ob- 
viously, the great, majonty flavored ir^roduction to 

• biostatistics^'^early in the medical curriculum, since, 
knowledge of probability and statistical principles 
are essential to solving problems in such fields as 
epidemiology, human genetics, pharmacology, and 
clinical pathology. Moreover, a ^asic statistical 
foundation is necessary to cope with and to apptaise 
the medical literature. The basic foundation in 
biostatistical principles offered in the first 2 years of 
the^asic science cum^uium should be . reinforced 
and extended by representation and^ application in 
cither basic science,^urses and in the clinical 
progi^s as we4l. 



Reconunei 



ProgTess'has befen made+n biostatistics instruction 
^ in American and Canadian medical schools, but 
muchi remains to be, done. This discipline will not 
assume its appropriate role *in medical education 
until the following recommendations are imple- 
mented: * , . 
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1. The satisfactory completion of a basic course 
in biostatistics shdaW be mandatory for gradu- . 
ation from medtcai school. 

2. Each medical student should be introduced to 
at least 20 hours of biostatistics instruction 
with reinforcement .in the basic^^sj^ences 
the clinical subjects; 



4. 



s^aj ^ 



Tfe^ntinuing development of iniiQvative self- 
teachm^^chniques should be encotiraged 
either lo suj^pl^ent, or to replace, the tradi- 
tional lecture apprqachHto teachmg biostatis- 
tics, 

Biostatistics instruction should be incliided m, 
continuing eduction pr6grams tcf provide prac- 
ticing physicians with the basic biosiatistical 
understanding required for them to* cope with 
the current medical literature. ^ 



V 



\ 
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REFLECTIONS ON TEACHING 
EPIDEMIOLOGY TO MEDICAL 
STUDENTS 



Elizabeth Barrett-Connor 



In the fall of 1%5. I joined the faculty of the 
University of .Miami School of Medicine. At that 
tijiie I was assigned pnmary responsibility for the 
teaching of a required course in epidemiology to 
second-year medical students. The acquisition of 
this course could hardly have been *conydered a^ 
prize: ir^ fact, 1 was led to believe that the teaching 
of it.&iyed as a necessary penaifce for a faculty 
''aijjpointment ^o a person wit^hout laboratory skills or 
inclinations." My experience ^nd qualifications for 
such an assignipent were limited. I had felt the 
strong and positive influence of the public health 
courses at Cornell University Medical College, 
largely undel* the. auspices of Dr. Walsh Mc- 
bermolt, had a' general' background in infectious ' 
diseases and their assc^iat^d epidemiology, and, 
while at the Loi]don School of Hygiene and Tropi- 
cal Medicine, had attended all of the courses 
required for the doctor of public h^^lth in the 
, tropics diplonr)^' (which included biostatistics). I -also 
was the happy recipient of the teaching problems 
and instructor's -guides distributed by Dr. Milton 
Terris. ' . ' \ 

It was'^my intention to teach the course primarily 
as a technique in problerii-solving and the methodol- 
ogy of data collection To this end 1 hoped to 
achieve considerable studpiit-tiacher interchange as 
opposed to Thore -didactic lecturing characteristic of 
other courses given in the firtt 2 years of medical 
scIhx)!. Subjects were arranged in order of increas- 
ing epidemiologic complexity, e.g., from fodd poi- 
soning *to tuberculosis to ,chronic diseases. The 
subject matter was selected as examples of classic 
epidemiologk: investigation' or example^ of diseases 
of public health import which were inadequately 
•covered in the. relmainder of. the medical school 
curriculum. Thirty^three 2-hour sessions were ^ 
scfieduled^to permit the detailed discussion, of 
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pi^tocols which the students had studied prior to 
class. • ^ 

Because of class size (110 students) and limited 
faculty (me), it was not poss'ible to divide the class 
into small sections to improve interchange. There- 
fore, i^ was originally elected to require the sttidents 
to hand in the answers to the problems for my 
review. Because this proved to be incredibly time- 
consuming, and because the students were in fact 
olving the problems in groups and, turning in^ 
duplicates of ^he answers, the second year the ' 
format was changed so that students were allowed 
to hand in their problems in grOups*of up to four. 
As my clinical atid research activities increased, this ' 
again proved to be too great an onus and, after that 
year, no further requirement for the handing in of 

answers was mad^ In order to assure, however, 

» 

that the problems had been attempted ppor to class, 
the students were given an unannounced quiz 
approximately once a month which consisted of 
answenng one or two randomly selected questions 
from the assigned epidemiology [Problem 

It soon became apparent that the teaching prpb- 
lems provided by Dr.' Terns and his group were not 
suited to the medical student populaUon with which 
I was, dealing. As a result most of the problems 
were reworked exfensivel>'; for example, where . 
several pages'* had been devoted to presenting in- 
creasing bits of demographic information, whenever 
possible this was compiled into a laiige table which 
mdicated age. sex. race specific, and secular trends 
in one pl§fce. whicTi the student was then expected 
to analyze. In^his way §ome -of the original 
problems were greatly altered. Others were de- 
signed completely anew from review^ of the medjcal 
Irterature. In addition, most protocols included 
problems related to the definition of disease for 
epidemiologic study ar]d therefore included clinical 
generalizations. This approach proved useftJbsince 
fhese medical students had had very little exposure 
to clinical medicine and were J^efore extremely 
anxious to learn anything they fould about diseases, 
even when it was necessary, to learn the distribution 
of diseases in order to obtain this information. 

This course differed in design and structure from 
any other course offered in the fifst 2 years of 
medical school in that, for the first ti(ne, the 
students were not presented with a digested body of 
facts but were asjcecl to do some thinking and make 
their own interpretations, The students were given a. 

\ 
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final examif^tion at the end of each year in an effort 
' to evaluate, the efficacy of this Xeachirijg 'method'. 
Problems in evaluating learning ar^ maximized when 
the course material is designed to present methodof- 
ogy rather than didactic information, ancj it was not 
always possible to correlate examination results with 
progress indicated by class participation. Therefore, 
proved extremely difficult to evaluate [he course. 
Response to the course,, however, as monitored by 
an annual request for, criticism and conrm^nx sheet 
to be turned 4n anonymously atlhe end if the year, 
revealed that over 80 percent of the class were 
enthusiastic about the^couj-se content ai d presenta- 
tion. Indeed, it was general sjcuttiebutt orf campus 
that tjie epidemiology course had changed from 
•b^g the least desirable of all courses pught in the 
fir^ 2 years 1o one of the most' popular. Popularity, 
of, course, is npt necessarHy an index of effective- 
Tfcss but then neither is it possible to be highly 
effective in a situation which is extremely unpleas- 
ant. 

In Janv^ary* 1970, I joined the facufiy of the 
University of California in San Diego (UCSD) and 
immediately undertook major responsibility for the 
teaching of epidemiology to second-year medical 
students. TTiis course differs from th^t offered at the 
University of Miami in that the nuinbef of hours 
and the number of students are halved. In addition, 
the course' is integrated with pathology and niicrobi- 
,ology. For example, lung pathology and pulmonary 
infection are taught concurrently with epidemiology 
of lung cancer, air pollution, and tuberculosis. In 
order to meet these generaf curriculunv commit- 
ments it has been more difficult to proceed from the 
. more, simple to the more complex, i.e , from 
infectious disease to chronic disease epidemiology. 
For this reason, and because the teaching of 
infectious disease epidemiology in the microbiology 
curnctrium was in general very good, increasing 
e/rfpfiasis has^ bee^q placed on* the epidemiologic 
analysis of chronic diseases. 

« Initially the class format was very similar to that 
at the University of Miami, i.e., 2-hour sessions.. 
Recently, because the smaller class size allows 
greater participation, jt has beeft fjossible to nearly 
double the subject material and preserve the Socra- 
tic approach in 1-hour sessions. The 1-hour format 
also K«:ilitates integration of subject matter with that 
taught in pathology-microbiology. Because the num- 
ber of medical students adirytted is increasing 



annually (52 this year, 65 for next year),^ some 
ciiange iit format will be necessary in order to 
preserve the teaching method. Considerauon is now 
being given to dividing the class into at least two 
groups for some of the sessiom^n order to promote 
interchange. 

The topics, as befoFe, have^ been selected to 
demonstrate- classic epidemiologic principie$ and 
-pitfalls or to consider public health problems amena- 
ble to epidemiologic investigation and are not 
adequately covered elsewhere in the curriculum, 
e.g., accidents , and air pollution. The .addiUon of 
open-ended, i.e., unsolved, epidemiologic prot>lems 
of current interest are those in which student 
participation (and presumably learning) is maximal. 
Thus, of 36 lectures currently given at least half 
have major unresolved epidemiologic questions and 
6 are sufficiently topical to be covered in the local 
press. .In th^ latter category we have had exciting 
sessions on tt>pics including vitamin C and colds, 
BCG and leukemia, abortion rates and risTc factors, 
oral contraception and stroke, the risk of prematur- 
ity in anesthesiologists, and hexachlorophene and 
hospital-acquired infection in the newborn nursery. 

Another change which has evolved in recent 
years is an increasing emphasis on reading original 
medical literature rather than the use of protocols. 
At the present time- over one-third of the problem 
solving prior to class involves analysis of two or 
three papers on a subject. The students are given-, 
either a good and bad p^er for discussion, or 
papers presenting conflictihg results, or papers with 
sufficiently interesting preliminary results that the 
class can discuss method6logy for a definitive study. 
This approach seems more relevant' to the general 
needs and interests of all medical students who will, 
hopefully, be reading the medical literature the rest 
of their lives. They are now much more enlightened ^ 
readers of the methodology section of manuscripts 
and are no longer" surprised to- find that the 
. summary sometimes bears little relation to the 
tabulated resists even when the data are published 
in prestigious journals. 

. It is my convictiofi that the success of this effort 
depends to a large extent on the teaching abilities 
and interests of the participants. The constant 
Updating of material and changihg of topics ob- 
viously requires a considerable amount of effort on 
the part of the teacher and necessarily, therefore, 
more than minimal enthusiasm for the project. 
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Ideally, one person should have total responsibility 
for the course and should give as many of the 
lectures as feasible so as to avoid repetition of some 
concepts and exclusion of others. In the current 
UCSD course, I give half of the lectures and have 
been'^fortunate in having good support from the local 
faculty as well as * 'visiting* celebrities" to present 
other materials. 

The jfiajor defect of the course remains: there are 
sonf)e students who are/refractory to the concept 
that they should mve§n>nic*i" attempting to resolve 
questions as opposecfto reading "the facts" from a* 
textbook. In my e^tperience some 10 to 15 percent 
ot students are never swayed to the Socratic 
method antf will never find satisfaction in the 
pursuit of epidemiologic problems. After nearly 
10. years of agonizing over such students, I have 
finally decided to aim the course at those studen<s * 
who can be "turned on" and not to^allow myself to 

^^ome too paranoid about the remainder. ' 

It. is difficult to know how to evaluate the coi^-se. 
Exaniinations with "yes * or "no" t>;pe answers 
may demonstrate attendance* in class but do not 

^necessarily demonstrate a working familiarity with - 
the n^cfssary thought pi-ocesses for epidemiology. 
An examiqation based on a specific epid^iology 

* problem is not entirely - satisfactory" eittier in that 
^ students who have gamed t^e qriost from the course 

as a whole may find theniselves totally at sea for a 
given problem, whereas given another problem they 
may achieve remarkably astute conclusions. Fur- 
thermore, at UCSD. examinations in general are , 
frowned upon and the number of teaching hours 
provided for this course are too limited to aSow for 
multiple testings. Therefore, the only hard critena 
for the' success of this course must be based on 

• another examination. Part (I of Natif)nal Boards.' ^ 
which is required for all UCSD medical students. 1* 
am totally unfamiliar with the questions asked in the 



examination and have 
wishing such informa- 



{Hiblic health section 6f this 
deliberately remained so. not 
tion to bias what I consider to be my leachmg 
priorities. Nevertheless. both W the classes thus far 
graduated from UCSD have scored higher in the 
public health section of the National Boards than in 
any other jsettion. >Vh^ther not such results bear 
any relationship to their futuref ability as phy^vicians, 
researchers, or readers of thel medical literature is, 
of course, unknown. . j ♦ * 

^Perhjptps the most positive thing.!, can say about 



teaching epidemiology in this way is that it is fun. 
While it may be thought by some that "fun" is 
irrelevant. I believe that a fundamental appeal of 
epiderrnulogy is its appeal to the puzzle-solving 
proclivities of man. The potential application of 
preventive or modifying factors as identified by 
epidemiologic study, before the laboratory resolu- 
tion of these problems, raises the level of /"game 
playing" to one appropnate for serious considera- 
tion by all future^hysicians. > 

Attached to these reminiscences is an abbreviated 
list of the major concepts hopefully covered in the 
epidemiology course as well as the subject Tnatter 
and related references. 

MAJOR PRESCIPLlES STRESSED IN UCSD 
EPIDEMIOLOGY COURS^ 

1. .Vital statistics; their use and limitation^ 

2. [definitions and methodology; rates, risks, pro- 
spective, retrospective, case, cohort, descriptive, 
analVtfcal, and experimental epidemiology 

3. Statistical inferences based on study designr; 
causal association 

Definition and classification of disease 
Definition of and approach to an epidemic 
Risk factors, multifactorial etiology, and ultiyar- 
iant»analysis . ' , 
Genetic vs. environmental studies^ twin, adop- 
tion, and /nigration techniques 
Clinical drug trials 

Screening tec^iniques and priorities ^ 
Medical ethics of experimental epidemiology 
Application of epidemiology to health planning 
Ability to evaluate the medical literature 

13. Ability to evaluate an unusual observation 

14. .Study design 



4. 

5: 
6. 

7. 

8. 

9. 
10. 
11. 
12. 
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EPIDEMIOLOGY READING— 1973 



Cwan: DW, HS Die b I. and AB Baker 1942 Vitamms for 
the prevention of colds. JAMA 120' 1267 
Walker, GH. ML Bynoe. and DAJ Tyrrell 1%7 Trial of 
ascorbic acid in prevention of cold-s Br MecJ J 1 603 
P^uhng. L 1971 Ascorbic acid and the common cold Am 
J Clin NMtr 24 1294 

Stamler. J DM Bcr>;s^3n. and HA Lmdber^ 1972 Risk 
factors their role in the etiology and pathogcncsts of the 
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atherosclerotic diseases Ptfges ^I-l 19 m The Pathogenesis 
of Atherosclerosis. RW Wivsler.and JC Ocer (eds ). 
• . Baitimore. Williams and Wilkms. 

3 Shiijikin. MB 196iii Distnbuiiort of ..anler in the United* 

States. Arch envir9ii Health 16 
,^4 Fetngold. E3S 1970 Ho^plld^ycqillred infeciions N hiigl J , 
' Med 283.13^ I 

5 Was Dr Krueman justified'^ 19711 Med World Nevvs. Oct 
15, pp 20^31/ , ^ 

Knigman, S, and*JP Giles 1970 Viral hepatitis new light 
on an old disease Trans Asspc \h Physicians 81 13? 

6 KnilUJones. RP, LV Rodriguci. DD Moir. and S\ 
Spenc^ 1972 Aqe^theiil praci^^'and pregnancy Lancet 

. f l326,^June J7 . ' , ' " . 

Corbett, TH 1972 Anaesthetics a<# a cause of atn^rtion 
Fertll SienI 23 866 

7 Workers* safety and health 1972 * Health Policy Adsisorv 
Bull #44 Sept" 

i^nnane, JCJ. and RJ Lennane 1973 Alleged ps\chogenic 
disorders in women — a possible manifestation of sexual 
prejudice N hngi J Med 28}<.:j88 

8 KIpck, Lh, and GX Rachelefsky 1^73 Failure of rubella 
herd immunity during an epidemic N Hngi J 'Med 2XX 69 
Lehane. DH NR Newberg, and WF Beam/jr 1970 
Evaluation of rubella herd immunity during an epidemic , 
1aMa'2I3 2256 

9 Butler NR. H Goldstein and EM Ross 1972 Cig4ret!e 
smokingjin pregnancy its influence on hirth weight and * 
perinatal mortafrty ' Br Med J 2 1 27 ^ 

^ Corftslock, GW. FK Shah. MB Meyer and AH ^Abbey 
197}^Low birih weight and ne*onatal mortality rat ^ relied . 
to maternal smoking and socioeconomic status Am J ' 
Obsiet Gynecol' 11 (Sepi) , , f *^ . 



Elder. HA, BAG Sanlamanna, SA Smith, and EH Kass 
1%7 Excess prematurity m tetracyclme-treat^d baclenu(x 
patients whose infectiort' persisted or returned. AntimKrob 
, A^en-fs Chemother 7 \01-9 

10 " [today's VO Contro(^^^%fm 1973 American Social 

Ht^alth Assn • ^ * * 

11 Kannel 'WB, PA A^-olf. J Verier, and ?H McNamara 
1970, Epidemiologic as>es,sfneni of ilik rote^of blo^d 
pretksurenj stroke the Framingham study J^AMA 2.14 301 
Co]*55oralive'group for the study o/^t?oke~in young 
women 1973. Oral c:6ntracepiion and increased risk of 
cereDfal ischemia or throrrv^wsis N Engl J Med 28§ 871 
Winke\siein, W >>aml S Kantor. 1%7 Some observations on 
the re ationshigs between age, sex, and bloo<3 pressure 
Pages 170-81 in Epidemiology of Hypertension, Grune and 
Stratton ' * , ^ 

r2 Rosenlhdl, SR, R^'Crispen, MG Thome,- N Peikarski, N 
Raisys and PG Rettig I9?2 BCG vaccination and 
leukemia^ftwrffality JAMA 222 1M3 
Davignon, L, P Robilla*d, P Lemonde, and Frappeir 
1970 BCG vaccination and' leukemia mortality Lancet 
2 638 ' ' 

13 Ach^son. ED 1^72 The patient, his record, and society 
Med fAust 2 351 

Jrerris, MT 197? The epidemiologic revolution Am J 
fPi|bhi Health 63- 143? ^ * x 

UiT^rris, M 1%7 Epidemiology of Cirrhosis "bf tlie liver 
'J national mortality data Am J Public Health 57 2076 
, Szasz, T/S 1972 Bad habits are not diseases a refutation 
of the claim that alcoholism is a diseas« Lancet 2 83 . 
15 Barrett-ConrTor, E 1%7 The etiology of pellagra and its 
significance for -modem medicine Am J Med 42 849 
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IJ!ARNING CLINICAL - 
EPIDEMIOLOGY AND BIOSTATISTICS 
IN A FORMALLY INTEGRATED • 
MEDICAL CURRICULUM 



David L, Sdcketi 



Mrs. Bruce, ,a 70-year-old. retired geography 
tea^rher. moved back to her home town following 
her husband's death tHfee'yedrs ago to live* with a 
, younger sister (also a widow). You first saw her 2 
years ago for the'complaint of ^ smotfiering" sensa-, 

* tions which would awaken her from ^ sound sleep 
and cause 'her K) sit up before an open window in 
ordered catch her breath.' At that time you obtained 
a history of -^'scarlet fever"' at age 10. a heart 
'ieakage" noted at a reti^rement physical, and some 
ankle swelling at Ihe end of the day. Physical 
findings at that time includM a loud, decrescendo 
diastolicvmurmur heard along The left sternal border. 

' l^kJe pulse pressure, and a pronirnent apex bck in 
The. left 5th intercostal sp^ce at the anterior axillary 
Jine. . ^ 

HeiN^isodes^ of ^'smothering" disappeared -with 
digitalis. ^^:ybu have not heard from Mrs. Bruce 
- for ov^siX months. However, when you come to 
your office'this Monday .'you find thefoHowing not^ 
frdm the colleague \Vith whom you share weekend 
coverage of your two separate solo practices: 

Called to see Mrs. Bruc^ Sunday morning for , 
dyspnea. Feeling lousy] for 'the last week, and 

* said you had fiiven her digitalis for a 'leaky 
heart, \l think her failure has been slowly j^^^'ttinj^^ 
worse over several weeks, and she also seems 
pretty depressed, / upped her di^oxin icant be 
sure she was taking it) and^ gave her sonu' Diurif. 
You had better call hfr sisler lthey are htjtfi 
scared and a bit^bejuddled. I think} if she doesn't 
call Monday morning. My findings! 

'(I) BP 160/60 ^ ' 

(2^ P 120, fthrillating 

(3) M4ge heart I 

high pitched grade 11114 pan^iastoljc de- 
crescendo murmur heard hes*t in the 4th left 



interspace right next to the sterni^m, with 
radiation toward the apex . ^ . 
i5) rales at both bases 

(6) small pleural effusion on the left 

(7) 2 -^^^re 'tibial 'edemal 



L WHAT HAPPENS 

I This fs one' of 14 biomedical problems (BMP'S) 
.Countered by medical students dunng the first few 
"weeks of the 2-year and ^month iCl.D. Program at 
McMaster University in Hamilton. Ontano, Can- 
ada. These studejits h^ve satisfied admission criteria 
(> 18 years old. > 3 years of'some sort of 
postsecondary education. > a *'B" average in the 
year pnor to application) and have J)een selected 
into a class of 80 students on the basis of fjersonal 
letters, an interview (with a inedicaj student, a 
faculty member, and a member of the community), 
and their performance in a ^'mock"<» tutorial. The 
resulting class is heterogeneous with regdrd to age 
(18-38). sex {ii percent of next fall's class are 
women), prior ^experiences, and former academic 
training (many -have had no previous exposure to 
cell biology or behavioral science). 

The Mc Master M.D^^ogram has no courses 
and the "unit" of education is the BMP (usually on 
paper, but frequently in the. form of a real patient), 
confronted and solved in a tutorial group of five 
students and a tutor that meets- perhaps* twice 
weekfy. the intervening time being spent in group oh 
individual study, visits to appropriate clinicaLor 
community settirf^s, small group sessions with re- 
source people, etc. The life of a^iven tutorial group 
IS approximately 10 weeks. ' 

U. WHY IT HAPPENS 

The BMP appearing at ;he start of this chapter i| 
an example of the vehitle used in Phase I (which 
runs from early 'September to mid- November of the 
first year) in an effort to achieve Jhe following goals: 

(1) To be introduced to the H^niiltorj Region as a» 
community, ^s an apray of /health services 
personnel and facilities (some of which are 
organized on a regional basis), and as a locus 
of health"* professional education and health 
research. * 

(2) To* develop competency^ in the following leam- 
ing methods: ( " 
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(a) problem-based learning 
, (b) self-direQled learning 
' ,(c) small group tutorial learning 

the selective 'use of learnmg resources 
(readings, audiovisual aids, resource 
people) 

(3)' 6y explonng biomedical problems, to under- 
stand and integrate universal concepts of 
hum^ behavior, structure, and function from 
conception to deatW. 
(A) To begin to devel^'clinical skills 
*(5) To* learfi to deal with the normal anxieties of 
* medical education and professionalization. 
develop a self-av^areness^' of and ability to 
^ cope wuh individual strengths, weaknesses, 
. and emotional reactions. 

ni. HOW IT HAPreNS , ^ 

' f 

In confrontmg BMP's. the tutorial groups execute 
^ sequence of learning maneuvers which we hrfve 
named "blomedK:al.problem-solvlng^' described as 
follows m the Phats; I ma'nual* 

Given a descnption of a paUent or other'clinicaj 
situation, 'the^utonal group or individual student 
should carry out th^followmg sequence of activi- 
ties: ^ . 

( H A series of'questions. which may^be stated in 
lay tenns. will be listed as they arise fromjhe 
biomedicaj problem . 

(2) These questions will be 'translated .into issues, 
in structure, functiori. a,nd response to stimuli 
In other words, if the question is asked: 

' "Why do older women have a greater likeli- 
hood of bearing cbldren with epicanthal f5lds. 
single palmar creases, and mental fetarda- 
tioD?" one of the issues in human behavior, 
strticture, ,and functmn raised is: changes in 
reproductive c^lls as women grow old 
(The aBoVe activities will usuiilly take place- in a 
tutorial discussion which first considers the biomedi- 
cal problem; ho\vever. the following two steps w^ll 
almost .always occur outside of a tutorial.) 

(3) Ac^ng singly or in a group, studentt^ wfll 

, carry out the identificanon and in-depth study ' 
- of educational resources which provide infor^ 
mation pertinent to the identified issues j'n 
human beltavior. structure, and function 

(4) The synthesis of this information into a cogent 
^ explanation of the clinical situation is, of 



course! a key step and constitu^^es pne of the 
major foci for evaluation. This synthe^s may ' 
occur on an individual basis (and should, at 
appropriate intervals, be written out for the 
n^ost helpful evaluation and feedback), or may 
occur ^Junng ^ jIUtpqaJ group ^ssion. 

(5) The development of additional questions, sug- 
gestions, and hypothesis for further steps in 
the evaluation and/or management of the 
clinical situsition follows logically from ^the 

^ synthesis, and underscores the fact thaf 
bwonxedical problems can be pursued in a 
^umber of directions and tend not to be* 
"close-ended." ^ - 

(6) The tutorial 'group will complete the .process 
of biornedical problem solving by carrying out 
the evaluation of individual and group perfor- 
mances, of the biomedical problem and the 
related learning resources.. and of the resource 

* , '^sessior^s.. ^ ' ^ 

The Phase P tutorial groups, in the fall pf 1973, 
compJeted BMP evaluation forms on "Jessie 
Bruce*-' and the J3 other biomedical problems- 
(BMP's) by listing issues they considered'^ when 
solving each problem. The issues considered with 
''Jessie Brpce" are listed verbatim iii Table K and 
provoke three comments. First, thi* single BMF 
initiated the. consideration of an exceptionally broad 
array of issues in » wide variety of disciplines. 
Second, the process of synthesizing the resulting 
array of information into a cogem wntten explana- 
tion of a "single patient 'led to a great deal, of 
integration. Third, a review of Table' 1 reveals a 
substantial consideration df issues in the. realm of 
''preventive medicine." yp«r//( //W/v m disciplines 
other than ''Chnical Epidemiology and ^iostatis- 
ttc .s ™ 'Bkause'TfiTs' TaUe r'TTnaing ns ^ sou rce, of 
, G6nsiderable satisfaction to our department, a hisfbr- 
ical explanation is in order? 

TABLE t.- Verbatim Tutorial Group Reports of Issues 
Considered fit Solving the Biomedical Problem: Jessie Bruce 

Behavior: I psychological impact of a debthtattng d4scasc. 
depression.^senility. dejjendence. compliance, ^rejudrce versus 
old people, life changes due to cardiac failure, effects 

ComlTiunity: availablhty of homes for the aged and how they 
function,' visitmg nurses, hospitals and^ld f)eople. community 
resources for old people, systems th^pry and communities. 
vKits to d geriatrics center - 

Agin^: physiological* and psychological /t>rocesses of agitig. 
sexual function and aging, effects of agmg and retirement. 
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•effcgis of aging on cardiovascular function, biological effects 
of aging. .nonfnal aging in 'persons ovcr^TO « 

PeciiatHcs: acute rheumatic fever * 

CHiiiail SkiUs: chest exam, bow to examine the heart, what 
information can be gained about ih^e structure and function of 

Ahe heart by physical exam, how does a physician modify his 
approach io deal with the elderly^patient. -tjeart exam and 

' murmurs and .auscultation and blood pressure, as per the green 

sheet and'a httlc percussion, pulses^ of the body) basic 

auscultation of the heart.Mnterview of old people and* exam of 

the CNS. clinical observation of the thorax, hea'rt sound 

discnmmation 
« 

Mqkpbolofy: structure of heart and lungs, radiology uf heart 
and lunat. gross exam of heart. Aschoff bodies, actm and 
myosin/ adult and fetal circulatory systems, structure and 
function of old ^jj^ks, anatomy of capillanes and w*alls. position 
of heart iif thorax 

Physiology: function of heart, mechanism of aging function of 
pump, fluid exchange, sounds, how heart and lun^s and 
circulation work, physiology of contraction, mnervation of 
heart-, physiology of failure 

* Biochemistry: ^gUalis. diuretics effects of various drugs on 
function of heart and lungs, pharmacology of potassium 

Clinical Epidemiplogy and Biostatistics: importance aj^ preva- 
lence of heart disease, incidence of 'heart disease with agmg. 
what can be done with people who won't take their medicine, ' 
how can events in early life have later manifestations, 
incidence of scarlet fever, epidemiology of acute rheumatic 
fever, vanations m clinical measurement 

HumaiUty/Woroen: do women live longer than men,'manage- 
jnent of long wujowhood. women's perception of health care 
^this is an mcftfinite category), euthanasia 

Infectious, Disease: what are causes*, prognosis, symptoms and 
treatment of scarlet fever, why are infections more common in 
*childhpod. why does the same disease haye a different 

• response m different age groups, streptococcal infections, 
streptococcus and heart Valves, sub-acute bacterial endocardi- 
t«s . / , . 

Allied Ht^alth Professions: nursJ-practitiojiersv care of old 
people 

Departmei^Special: radiology cardiopulmonary \db. what are 
the advantages of a solo ver*sus grou(^ practice 



total fXperiencq, in preventive 
2 ye^rs in the Yellow Burets 
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IV. THE DEPARTMENT OF CLINICAL 
'EPIDEMIOLOGY AND BIOSTATISTICS 

1 was sure that my initial invitation to visit 
Canada in l%7 and discuss forming# department a< 
this new medical^ school w^s either a practical jok^ 
or a case ""of mistake'h identity. I was 33. only 7 
years out of medical school (4 years pf which had 
been spent in training in internal medicine) and' my 



medfcine consisted of 

Burets" (the Heart Disease 

Control Prograhn of the JJSPHS) and a year ^jth 

Bri^n Mac^ahon at Harvard (in which I avoided 

all of the standard course* in ^ubli^ health). My 

disinterest in the post and my abundant ignorance in 

the field were reflected in my resjVSnses to, two 

^questiins raised" in that first visit: , * 

. * / ' 

Question, What sort of department of social; 

^comtnunity^, anc|^preventive ^medicine shobid be 
formed al this.neW medical school? 

Answer: None. Unless the other departments' 
view specific issues in social, community, and 
preventive medicine as their responsibility, the 
School is unlikely 'to make progress in these areas 
and should'be abandoned. ' . 

Question: What sort of course should be taught 
ii>^ the sciences of epidemiology and biostatisfics? 
^ /jAiivrer; No'ne. Unless a^neWSchool can 
develop a curriculum which integrates these disci- 
plines with the other basic and clinical ^sciences, 
monies set aside fdr a new schoold would bettet 
. be spent* in increasing* the class size of the pre- 
existing schools. (I "Concluded* with the opinion 
'4hat epidemiology did not satisfy the definition of 
a science.) 

A dozen or more faculty had already joined the 
new school. They included an anatomist who ran a 
idrug abuse program and who was perf orming 
longitudinal studies of social, as well as physical, 
growth and development; a surgeon who felt that 
. turgery had little or no effect upon 4he natural 
} history of cancer; a psychiatrist who was placing 
most of his faculty in community agencies away 
from the university; and an experimental pathologist 
who was leading the amalga'mation of a series of 
competing' clinicaf labs into a single district labora- 
tory program. These seasoned, thoughtful meft, led, 
by a brilliant dean, had used logic to arrive at the 
same ansvyers which' I had stumbled upon as a 
receijt ^onsumer of medical-education, and they 
mistook. a novice for a sage! " ' , ^ 

I was quickly challenged to form, not .a depart- 
ment of preveritive medicine, but a methods group 
in th^ disciplines of clinically oriented epidemiology 
and biostatistics, operations research, and* ijuantita- 
tive tifealth economics, to serve as a metbodolpgic 
resource for a series olF interdepartn^ental programs 
of jsducatidn, service, 'and both basic and applied 
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resfarch. The' Department of Clinical Epidemiology « 
.aria Biostatistics was farmed latei that same yeai: 
and the demands of p^rogram^ have caus^'d it to ' 
grow, not to its firoj^ted size of three members by 
.1975, but to Its current (1974) faculty of* six clinical 
epidemiologists, fiv^ medical statisticians, two oper- , 
, ations re^arc hers/ and a health* econoppt. plus 'a 
staff of about forty JVe' have had, and are having, 
enormous funr and remain Convinced that, ther^ 
should be neither -a department of scKUiK commu- 

- mty. and p^ventive medicioe 'rtor a course in 
•epidemiology and biosffftistics. Thu^s, oar pleasure in 

|<*ng that the medical students relegated isiues m 
preventive medicine to a number of disciplines other 
tha n Clinical Epidemiolog> and Biostatistics. *as 
TPIwfl in Table 1 . • ' ' ^ 

V. DISCIPLINE. GROUPS AND BMFS 

0 

In abandoning discipline- and departmental-based, 
ipsjtr uction for pf t^lem-based learning, care had ^to - 
be taKen to prevent the neglect of relevarft concepts 
and to maintain .the interest and invo4vement' of 
, discipline groups jn the development* of educational 
'.resources .This has been achieved through the 

- formal recognition of a senes of discipline groups 
which are often' coterminUs with departrr^ents in the 
medical school. Other discipline groups, however, 
have been self-generated' and Jiave gained recogni- 

\ ticfn and involvement through constructive cftticism 
of the educational program, coupled witlr an offer to 
hel|5. ' , ^ ^ 

Disciphne groups have been major contnbutors to 
Phase 1 ui three wafs First, they have taken a 
direct role m th^ drafting and redrafting- oK 
•'so that ttie final vei^ion is relev^tnt valid, ^and leads 
^r-- naturally* to the CQnslde^at1on qf appropnate ivsues 
- in their discipline Second, each disciplinj^ submits ^ 
Jist of rele.vant issu^s^and educational resources for 
each of the BMP's and this list is available for 'the 
'I tutonal to u>ejn solving each BMP. CThese **BN4»P-. 
Guides" af^ provided in sealed envelopes .which \ 
•,can be, opened at the' tutonal group s discretion, 
they terjd to be used for direction early m the physe, 
and for evaluation, the phase progresses) Third. 
. ifocipline groups have developed- reading lists, car- 
^biisel-tape lectures, a few videotapes, and resource . 
' "sessions whf^h the studeirits' can utilize as they 
search for inK^rmation relevant "to tlie fssues rais^ 
by tfie B>lP s. . . .. ' 



VI. HOW THE DfePARTMENT FUNCTIONS IN 
THE M.D. EULCAJIONAL PROGRAM 

in the summer of 1968 F sent a quesnonnaire to 
each of the physicians in theMocal medical Society 
-(The .Hamilton ^Acacfemy^f Medicine) Two ques- 
tions were a*»ked' . * 
(U) Was anything yod learned m mgjiical school 
in the area* of epidemiobgy anra biostatistics 
• ever -of use lo you fn caring ior your patients? 
' ^(2)'Can you dejscnbe, any specific chnical situa- 
tions in w'h^h your application of concepts 
from eptderliiology and biostatistics could 
'^really lead t:i l?etter outco/nes ^ for your pa-, 
tients'^ , . . 
* The contrasting r^ponses to the^e two questions 
was a pleasant sun>nse Almost everyone said '*no'^ 
aixthe firs^ However, several physicians retumeJ 
lengthy and very thoi^htful responses* to the ^ecOnd 
question, and these are grouped and summanzed m 
Table 2 

On the basisH^f these re^pon^es*. at times broadly 
•'interpreted in fight of our own clinical experiences 
and .interests, we have taken part in the develop-, 
ment of BMF^s (As shown m Table 1. ' Jessie 
Brujje*' led to considerations' of disease frequency* 
measurements, compliance, natural history, and 
observer van't^tjon). We have held (very itirely now) 
resourceH^ssions and have -deveFoped the' educa- 
tional resources sho\VQ itv Table; 3. ,plus about 
morej^bich deal with the climcijl apidemiology oTh 
specific\ondit|ons such as hypertension. . suicide, 
chronic re^^irat^ry'disease^etQ. (these are currently 
being rt^ised so thai*- they ^an be made available to- 
other schools }, ^ ' 



TABI.K 2. Ouestion^atre Responses f«HDi Physician Survey 



Clinical Situation 



Concept Identified 



(1) Patient receivifig oraV How to diagnose causation 
contrdcciptives, t^linician 

concerned ''abe)Ul risk of 

thrombi>embohs^ . * ^ 

(2) FatienI with acute severe Clinrcal uses of .measures of 
infectious 'disease. cHni- disease fi;equency '-^ 

cian Concerned atxnit di- • y-.- , 

'agnosis ^ ^ • ^ 

(^) Patient > with genetic de-^^ ClinicaJ uses of probability 
feet. clinic4an cofftctncd ^ 
about fan>ilj^- counseling 
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Clinica] Situation 



ronc^pt Identifed 



tutors* in all phases of the program, as student 
advisors, as clinical prfeceptors, and as phase chair- 
men, * . . • \ 



(4) Patienf with vague com- ^Summarizing clinical data, 
plaint and* tensive lab norrfiai values in chnicak 
data; clinician concerned fnedicin«, 

about interpretation of re- 
- sujts * ' , 

(5) Patient requests annual Natural hi5)tory and early, di- 
exam, ohnician concei*ned<^agnosis, compHance %ith 
about valAlity and yield ^ thera^utic Regimens 

(6) Patient with' a "new" Variation an clinical measure- 
.murmur, clinician con- ment 

* cerntd about whether it 
''was missed on an earlier ^ 
'cxaoi y , 

(8) /Clinician reads "clinical" Clinical implicatJOiyCof' sam- 
journal; clinician coti- phng V 
oemed that she/he never f 

•sees any of the tyfJet'of^ * , 
illnesses described tli^rein 

TAQLE 3. CarrousclrTape Resources in CUnicai Epid^mioiopy 
and Biostatistics ^ ' , 

(I) What (on £arth) is' the Depfartn^ent of Clinical Epide- 
miology and Biostatistics'' — . , 

(21 A Contemporary Conce?pt of Caus^tiom ,^ \ 
Part ii Welcome to the^Oth Centucy 
Part 11. How to* Diagnose Causation - ■ 

PapMII- Studies m Causation ' ' « 

(3) Clinical Data ' . ' 

Part I- Statistics in Medicine and Scales of Measiire-' 

ment ^ . , " 

Part II Methods gf Summanzing 4)ata 

(4) Clinical Uses of Probability 

Part I J^gpiT \ , ^ 

Part II Rules for CalclJfating ProbabJities 

(5) Clinical Implications of Sampling 

Part L What is Sampling ' 
Part II What's in a Sample'^ 
'Part III What's'm a Sample (continued ) 
Part IV. People. Patients arfd Clirtical Judgments 

(6) Clinical Use^ ot Measures rtf Disease Frequency 

Part I: ' iJfefinitign, Measurements, and Interrelation-- 
ships 

Part II Observer Variation m the Evaluatil>if of Pa- 
^ tients 

(7) Compi>nents of Variation. m Clinical Measurements 

Part i. ,Jargon and Blood Pressure Measurements 
-Part II Observer Variation to the Evaluati6n of Pa- 
, tients' 
■ {%\ SUatistical Inference 

Parti. Basic Concepts and, Jargon * 

Part II: Analysis of Clinical Data . ^ * 

(9) Normal Values in Clinical Medicine 
(10) The State of Health m Canada * " 




' .In addition to the foregoing role ^s a resource 
group; .individual cf^arthiental members serve as 
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[le forma] integration seen in the M.D, Educa* 
tioD Program is also^^majolr feature of semce and 
research at, Mc Master. The department, acting as a 
metfiodologic. resourqe, provides expertise in dfesign^ 
measurement, analysis* and evaluafloh to some 40 
research projects per year which originate with 
members ;of other departments in 'health sciences. 
Many of these research projects concerp basic 
issues in* human biology and pathophysiology as 
well as quesjiions in clinical -medicine ^nd health 
care. A similar service \% provided, to ovef 30 
projects brought to ois each year by health depart'- 
ments, community and social agencies/ hosjl^itals, 
anb indiv^idual practitioners who are attempting' to 
define or solve problems concerning disease out* 
breaks, the use pf emergency facilities,, ^nd ,the 
evMuation of clinical and- health care. Because the 
Uffversny, the Province, and jho^ederal Govern- 
ment view this form of interdisciplinary servicj as 
an important function of our group, all have been 
quite generous in providing support- for personnel 
and for the operation of the department. These 
projects and this interaction also provide' an invalua-^ 
ble experience in the "consultant-in-training** por- 
tion of our graduate prpgrams'in Clinical Epidemiol- 
ogy, .Health Care Evaluation lyiethods, and Medical 
Stati^icS. . • ' 

In aiddition, research^ ideas originating within tl\e 
Department ^arc often undertaken Within multide- 
partmerrtal research programs, each of \yhich have 
both basic and highly applied concerns. For exam- 
ple, several member^ of the depapRient ane also 
members of the Capdiovasctilar/Haemostasis/Throm- 
bosis Program, and it is within this progrsim <and 
with the extremery.y^luablq, comments ^nd critique^ 
of our colleagues from other departments) that we 
have carried ^ut our studies of athtrosclerosis and 
our randomized clinidal trials of platelet-active drugs 
and of clinigal strategies to^improve compliance with 
antihypcrtet^ive therapy. TJius, the« concepts' and 
function of the M.CT Education. Program at Mc- 
M^ster are seen in programs of r^searrh and service^ 
ks well. • ^ ' ^ * 
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Vm. PROBLEMS IN Tlffi I^bRMALLY 
INTEGRATED EDUCATIONAL PRq^RAM 

* (1) Evaluation, and candid feedbacl^ to students. 
. ' fes lagged behind the development of initova-- 
' tivfe BMFs, programmed patients, computer- 
-based physiologic models, and interdiscipli- 
nary 'i-eso^a^sessions. In avoiding the preset 
' objective e^Sninations which we feel discour- 
age problem-solving and retard independent ^ 
leamihg, we hav^ been slow to come up with 
suitable, alternative?, and this/plus the desire 
to be loved by one's students and tutors, has 
often led to the faiUire to recognize and (leal 
"^with deficiencies in problem-solving skills. 
The. increasing use of BMP write-ups, in. which a 
student writes out a synthesis whichjntegrates what 
has been learned into a cc^nt explanation of the 
clinical presentatior^j ' has represented a majo^ step 
toward correcting this deficiency, and we are Aper- 
.imenting v^ith computer-based, self-evaluation pro- 
grams in a number of areas as well. ^ 
m (2) Anxiety, ahhough we believe it is lower here 
than JO. other schools, affects 'both students* - 
and faculty. When the former encounter a 
gruff clinician or a student froip a more 
, traditional school, ^nd when the latter ar^ 
r^frtistrated in their research or clinical activi- 
ties,,the anxieties arising from kne(;dotal expe- 
" ^ riences with deficient student or faculty per-, 
formance are inclined sometimes to lead to 
blanket condemnation-^ students, faculty, 
and the total program, rather th^n to rational 
assessment or, .in matters of opinion, a polling 
of aH^ opinions coupled with an offer to hejp 
improve Jhe situation. 
If the formally integrated curriculum becomes 
accepted *at other institutions, this probletn maf 
'lessen; at present', however,- considerable' energy is 
expended in dealing with these anxieties and in 
, attempting to harness them into constructive rather 
than destructive efforts. Program leadership has 
been excellent, and program changes are increas-' 
ingly lil^ely to be based upon valid- evidence rather 
than simple exhortation. - » 



(3) Rigidity in the ''n^w'' approach is also a ' 
probjem. We run the-^isk of retaining ;'new'\ 
. approaches'which^are ineffective and rejectirt^ . 
' all thaf js "^old," ^nd DccasioWy^one hears 
tfie sMitus quo tlef^nded on firmer ground 
. than ^'it is the N%Mast4r philosophy/" 
This p^pblem i« being atti^cked in t^o Avays. 
First, wc are attemptiflg to incne^s^ Ihe validity X)f 
our evaluation of the prc^ram ajvi its graduates, so' 
that appropriate chslfee.cail b|'sTtown% be impera; . 
tive, even' though it brda\s»vith— ^tradition." Sec- 
ond, sincere established at the outs^a system 
which ^ fires" deans a^nd departmental chairmen 
after five and six^^years, respecUvely. v^^e^^^ce 
.ourselves to return fo careers as teachers. ^clihitiaiis^ 
and investigators and avoid (we hope) a ''cuk',of 
personaiity/' We believq that these features JA^ill 
maintain an appropriate degree of continuous 
change in all t>f the programs, 'and Hiave found that 
most of.us^have much' stronger feelings of loy^hy to 
each other than to the programs ol" the jnstitut|on. _ ^ 
(4) ^Transferability, of the formally integrated 
M.D. educational program may be very Icjw. 
It would require the simultaneous generation 
of a great dpal of flexrbriity o'h the paft*of all 

• the departments and rd^mffc'e groups, couplei 
• with the freeing of sufficient time for planning, 

coocdinalRm, and the creation of educational 
* resources. It alscr requires eno«rnous commit- 
ment on the, part of students and faculty, and 
the institutions must reward both groups for 

* their efforts and'accbmplishments; Mc Master 
is the only medical school ^^knaw which 
awards tenure and promotion "on the)basis of 
contributions confined to education. Col- 
leagHes at other medical schools are -experi- 

* mentiW^ith variants of this approach, and 
some a«*e incorporating a feW of the " pack- 
ages'' listed, in Table 111. The 'question of 
transferability wiU be answered by these other 
institutions.. ^.^ 

IX. SUMMARY 

* ., i - 

It'has almost always been fun. 
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STUDY OF HEALTH SERVICES IN A 
* PRBVENTIVE MEDICINE . 
, Cl/RWCULUM 



George G. Reader with the assistan'ce otMah E: 
\y. Coss^ . " - ' * . 

— ^ — - — ^— ^ — • r ^ ' . — 

* PuBTic l)ealth and prevertlt/e medicine today are 
an<jl 'bh&uW be sepously concemed^with medical 
care. *Health care delivery represents ^a^ growing 
prd^rtion of the health dollar. .b6th in persona!^ 
expenditures" and in government puliay's. As tax 
money'goes increasingly ifato, health services,^ public 
accourttabllity Jetnaads governmental intervention 
to supervhe these ex^nditures. Society as a whole 
has oJade delivery of personal health services ^a top 
priority. Fof all the$e reasoqs it is incunfibenb.upon 
the student of medicine today to become^ krtowl- 
'edg6al5Ie' about health service delivery .and particu- 

7jarly the gf0win^ role oJ* government. T© prosper in 
tt^ practice environment o^ th^ Quure. the physician 
will have to know wj)£it options ai*e -available to him 
as a provid^ of services;' and, as ^' responsible and 
infornried citizen, he shoujd be prepared to influence 
change constructively. This chapter outlines what^ 
might be covered in a medical undei^graduate^ curric- 
xilum in preventive nfedicihe and summarizes some 
basic princibJes. on the 'selectiim of methods of 
teaching and Tne 6asic tninimum to be learned. 

, ; lij order to understand tl^e nature df the United 
States' pepsonartealth systeni. it is desirable to have 

*a ^baeXgrpfUnd of irSofmatroo about other develop^cl 
countries as a basis fqr comparison. It is^ also 
esseqtial tO' have historical perspective on the 
evolutfQD of health. services in North America. The 
health delivery system.*of a country is^ expre^iipn ' 
)t^f its social values and attitudes, and necessary to 

Uhis understanding is recognition of differences be* 
t^ll^itsystems in terms of values' • \ 

A good deal of information has how been accti- 
hiulated 'about delivery of health services as a result- 
of objective study and analysis 9f-organizationial 

• variables, utilization, the process -bf^re. and the 
outcomes of health pro'videfintervenjtion. 'It rs clear^ 

/for example, that in developed countries there is not 
much correlation between the quantity of service 



and the health of the populati9n, Service^innveyer, 
may be an ejid in itself inasmuch as irprovides 



comfort; support, ^d sati^i^oo io -individuals.- In 
• this context it may* be viewed from the same frame 
of reference as ofherWconomic goods and services. 
Through analysis* of the healtb, service systeni • 
certain principles have emerged: some sociological, 
some psychological, some economic, V"^ some 
potitieat The health services are regulariy described 
in th^ language and idiom peculiar to each and, at 
^this, point, one could ref^ to health services 
research as the multidisciplinary^ or int^rdiscipliftary 
expression of the endeavor to. explain hQ)^ the • 
system works. Epidemiological principles and meth- . 
ods. provide descriptive statements about .the • 
/amount of disease in a comjnunity as one w,ay of 
Indicating the need, for comm^unity health serviced. 

, .Principles frofti these disciplines can be applied to 
developing countries as well as to an industrialized 
society. vSmce public health lias? a world-wide, re- 
, sponslbility. its students' shcruld have familiarity with ' 
the application of principles of medical care to'those 
parts of the world where acute disease s||iU holds 
>rirst rank. Here epidemiological control ' prinflffles* 
may m fatt be paramount in protection of the public . 
health, and the services provid^ may be clearjy 
-related to such reduc^0^ death anc^ disability as 
njay ^nsue. f\;>^ ' * 

The vast amoUnf q| material now available irt - 
medical care 4& ty) much'fof the time allotted.' 
preventive medicine in the usual undergraduate 
curriculum of medical schoohsr Choices must be 
rr^ade; priorifies must 'be ^. Medical students^ 
recognize the immediate relevance of a tangible 
scfence Tike anatomy to their role as 'embryo 
physicians more readilj' than they. do the* abstract- 
language and ^tudy ofthe organization of health. ^ 
services. Time is short for > presentation Of principles 

- of healtlij service ol^ganizatipn; the student's at^en- ^ 

' tion span is' sometimes shorter. Devices to Captur^ 
their interest, such as introductiorv of patient-coV- 
ered discussions, run the risjc o£ preempting the time^ 
available for an di^anized ihtroductioi^^to t,he^b-* 

N ject. A considerate challenge confrontsr Hho^e re- 
sponsible for transmitiiAg informatign on health care 
delivery early in the medical course' >vhcn all other , 
instruction is biological., * 
' It shduld, however, ^ be possible to ascertain and* 

. define a minimum of knowledge of the subject that^ 
students musf have. Necessarily this changes frofn 
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year to^ear with new legislation and with the 
develoPnent of innovati>^or modified forms of 
medicah Care organization . -% 

SUBJECT AREAS / 



Range of Health Care, Systems: Some Cross-Natkmal 
^ . Compai^isbns 

• t 

This subject should, begin with expianartidki of an 
^ analytic, model* that can be applidSto all health cane 
^ysterhs! The APHA's (Tuid^n Medical CarW 
Administration provides one >ay of examining 4he 
elements of a system; Health Care: Can T^ere be 
Equity? The United States, Sweden, and ^gtar\d, 
provides another; Because Anderson has used an , 
objective'^ approach' to comipdre the Uhit^ States, 
^ Sweden, and Britain, it is useful to consider with 
, him the health systems , of those 'three countries. 'It^ 
jnay be well to bring W the USSR as well', sfhce it 
represents a ^omewJiat different model*, one nrore 
common to Eastern Europe. 'Other examples n>4y 
, be chosen from a large literature that ha5 been 
,accumulated,,but time constraints make itdesifabl^ 
to limit comparisons to tw^ or three countries. On 
the other hand, mterest in the' United Kingdqjm and 
^ the British National Health Service is sufficiently 
^^'high that an entire unit n||^profitably be devoted to 
an .examination erf itsi^^sis, Advantage's, and 
deficiencies. This is often done most ailthoiticaUy if 

/a native expert from-Brit^n is available' to provide 
the critique. * - 

Healtb Cafe in Developing Countries 

Each of the -devcloprng countries "has probtemii[ 
^ peculiar to it^rtj terrm of geography, types gf disea||^ 
prevalence, and' degree "of wealth. 'Alf haVe in 
. common inadequacy of resourcies*Jo deal» with 
hunger in a rapidly growing population as balanced 
against the need 4o deliver health services. Most 
^ have high infant mortality and high inddencf of 
lYifectious. disease and acciden|^. A^ already noted, 
art epidemiological model of healtfi protection witlf^ 
its stress on sanitation and immunization is more 
appropriate ih dealing wilh acute inf^ttious diseases 
Jhah the social organizational ^ppfo^ch common to 
. per^pn health care service^ in industrialized socie% 
ties, k is important for the student to l/eam hpw to 
make the best lUse of scarce resources, as vividly 



illustrated in vwpking with the governments of 
developing countries, and^in field situations in parts- 
of the world where organized-s^rytces §re nol 
widely available. The appropriated strategy must 
count on doing without an abundanc.e of physicians' 

' and other highly-trained health professionals and 
with little money^. 'The health care system must be 
established in such a w^y that community health 

^aides and other indigenous workers can function 
effectively upder supervision delegated from a few 
scattered (renters where welf-tramed personnel are 
• based.*'* 

^Or^mization of Health Care in the United States . 

J^lthough a backgrpun'd in health delivery systems 
elsewhere is important, medical students frequently 
complain fliat teachers' of preventive medicine are 
more concemecl with the rest of the world than with 
the United States, or with parts of the Country other ' 

^than th^ local community of the medical school. 

r Student^ .want to understand the setting of their own 
future practice before considering health ^^ervice 
proKierhs el^where. They also want to know how 

-their own medical schooKand teaching hospital fit 
into the local system of' health care delivery. It-is' 

. important, therefore, to devote sufficient time and 
attention to satisfy these students' desires and to 
use^xstfnples drawrf from local experience. 

Under the setting of health. care, attention should 

*, first be paid to the goals^atid valufes of our society 
as they relate to h'ealth. The health status of the. 
nation, and or the subgroups, within it, should be 

' considered, and indicators of unnjet needs' dis- 
cussed. The history of the development of health 
and social services in the United States must * 

^ receive its^due. Components of organized health 
services jrifclude health manpower (types, nunabers/ 
and distribution) and health facilities (and their 
supporting institutions) which together provide both 
personal ^nd public health services^ A Jhird compo- 
nent is the cpllectivity of 'c6nsumers, their^ needs 
and^emands. * . * ' 

' ^/ The consideration of organization must include 
public services^ the health care strategy of the 
federal gbvemmen^t and local junsdictions, as well 
as the private sector with its multiplicity of provi-- 
3ers. These two sectors,^public and private, interact 
in ways that result ii\ a^ variety of quasiofficial 
orgatuzational forms. Al^ tnis point, consideration of 



the contrast with national systems that are almost 
wholly publi6 highlights/ the distinctive features of 
the United States entrepreneurial type of health care 
delivery. : ^ 

Hudth Manpower in the United States: Is Tbeijp a 
Shortage of Physicians? 

Becuase of the current debate over the adequacy* 
of the sUppJy of liealth personnel it is probably 
desirable to devote one unit of study solely to this 
question. Students should be given some back- 
ground for judgm^t about recruitment needs and 
^per§pnnel projectiopsTor the fiAure^m relation to the^ 
anticipated demands of the population. Simple popu- 
lation ratios do not take rnto^'account the diversity 
of specialfzatioji, nor the lack of avaifability of 
various types o^^health pefsonnci because of prob- 
lems of access, distribution, time off, and retire-, 
i^nt: It is useful to address this* problem from the , 
point x>f view of Jthe ecoftomijt.. namely, the meth- 
ods for judging a shortage, critique of past efforts, 
and estimates' for the future. 

Forms of Practice and Payment in4he Umte^ States:* 
Traditionat vs. Ne\vf Options 

Although this topic may be touched upon under 
Organization of health care, it deserves more exten- 
sive discussion. Solo, group, and institutional prac- 
tice ^need to be examined in detaiK and then the 
♦various -permutations an^ combinations provided by 
vilnous payment methods. Tlie growth of the insuj:- 
ance industry, development of prepayment mecha- 
^nisms. and the influences th^t form of practice and 
type of payment, have on the quality and quantity of 
service are all relevant to the choice of 'practice 
setting the ^gtuderl! will enter Health maintenance 
organizalidns (H'MO) are becominjg sufficiently im- 
portant thai they may warrant separate treatment; 
the expectations that are held for them to control 
costs throu^ prevention should certainly -be speci- 
fied. Whether preventive services in HMO's are 
truly effective in improving health and reducing- 
utilization, astd whether the system, of incentives for 
physicians results \h reduction of Hospitalization 
deserve thorough discussion and critique. 

Pter Review and 'Evaluation of Quality of Care 

Federal legislation creating Professional Standards 
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Review Organizations has institutionalized the infor- 
mal peer review traditional to medicine. It is clearly 
going to become a highly visible part of professional 
life. The basis foF-peer review needs to be under- 
stood by the medical student both in terms of public^ 
accountability for public funds and the traditfon^ of 
the profession, Utilization review, and its relation to 
peer r^eview, must be explained since future practi- 
tioners wil| be heavily involved in these activities. 
Movement to the broader question of evaluation of 
quality of care brings .to tlje fore the systematic 
attempts that have ^en' made to measure quality 
objectively. Students must learn to distinguish be- 
tween process and outcome measures and to judge 
the difficulties and shortcomings in the .application 
of each --type. If s'tuden-ts can be Jbroughu to 
understand the high level of "scientific skill required 
to measure quality objectively, they will gain a "new 
respect for the complexities of health care delivery 
as well as the difficulty of judging its effectiveness. 

Hospital and Ambulatory Care Facilities and 
Community Medical Care"^ Needs , v 

k , ' 

* ' Because of the students.' desire to^ understand 
their locarsetting^-^and to bring a note of reality to 
abstract discussions of health services, M is usefyl to 
describe in some detail the system of jhe immediate 
local cqmmunity most familiar to the'stuc^nts. This 
is best approached, in terms of the needs q||i^e 
population, and tfeen the various components Knd 

1 tfie organization ^of medical services. Discrepancies 
between needs met and those /hat are not met and 
.otht'r purposes that medicatf-xare institutions serve 
win come clearly into^jpl^s. The u^ual setting for a 

iinedic^l schocrt and its teaching hospital^ is an urban 
community. Here it is desirable to discuss the 
development' of the hospital system, the various' 
roles of proprietary, voluntary, _and murnicipal or 
other governmental hospitals,' and how they interre- 
l^fte. Neighborhood health centers, healt^^, depart^ 
ment activity ip supplying personal health services, 
and the function of thp outpatient departments and , 
emergency rooms* can' be made evident. The huge 
roleA)f the private sector, 4he, responsibility 6f the 
private practitioner, and th^ distinctions between lay 
aqfl professional referral systems should indieaH^the 
iiHerdependence of the whole pattern of services to 
the population of the community. ^ 
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Rural Health 
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Health service delivery in rural areas poses a 
special problem. In some instances it may be 
analogous to that seen in developing countries, 
where poverty and unemployment are large factors. 
Discussions of airal health provide an opportunity 
to bring up tfie maldistribution of physicians and the 
reasons* for this. The difficulties of recruiting physi- 
cians for rural areas, and the methods that have 
been employed can be ^^viewed. Tl^is one of the 
major unresolved problem- areas fn health care 
delivery in the United Sjtates and it offers an 
opportunity to interest students both in terms of an 
"feicademic public health problem and ^ as personal 
commitment. Mound Bayou. Ihe health center es- 
tablished by.*OEO in the Mississippi delta, is an 
example that has been, well-described by Geigerand 
others. 
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view and in the perspective, of s'ociety's attempt to* 
meet the neftds^of th^ aged and disadvantaged. Tliis^ 
review of fedejfal legislation shoOld also serve as an 



introduction to a discission of national , health 
insurance. * . 

Proposals for^ational Health I^^urance 

, One of th| aims of a course in delivery of health ' 
services ^oulji' bfe 'tqMead medical stikients to a 
"point where th^y cai^ begin to evaluate .objectively* 
the-cFaims and'tbe i^tionale of^ various proposals 
fof national healthy insuranqe^ currently before 
Congress. They ^^hoiTld, understand the various- 
pr^^uces in^ democratic society that contribute to 
one special int^st or anotheV, and; how, through 
. pplitical compronTise, acoommodali^ is eventually 
reached. It is important that they see that they will 
\ haVe*a future res^nsibilit^as (iitizens and informed' 
professionals to support the/itiftst effective form of 
^ national insurance ^d* tor- make !t woVk. It may be 
J , particularly effective'tfr'preserft some of«(he differing. 
Most medical students have liule acquaintance .^^int^: of yjg^ through^ a panel discussion , with 
f^™,M « — ^«.;.c or^H Jt u thpr«fnrp Hp^iri,- -'^^epr^sentativcs of labor, organizetl medicine.. and 

the insurance indu^ry present. ' - " ^ 



with formal economics, and it is, therefore. desirU 
ble that aji economist present an introduction to the 



jubject with emphasis on the rising national/health 
-budget and its relation to the Gross National 
Product. How ^the health dollar is spent and wbere 
~ the funds comeJrQjn are essential tdan understand- 
ing^ of the health flelivery system.. The concepts; of \ 
cost-control, cost-efifectiveness, ^nd cost-benefit 
analysis should be presented so t|(a! students under- 
stand that they have a personal stake in controlling 
medical care costs and that the public wiH hold 
them^accourUable for the way health funds' are 
allocated and used. 



Funding Health Care for the Disadvantaged in the 
United States: Amendments to the Social Security jVct 

Thejederal government fiow plays suchC domi- 
nant part in financing health care delivery through 
the Social Security Administration that students 
must understand how the Social Secunty Act and 
its recent amerfdments came into being. They 
Aouid learn the provi^ns of the Medicare and 
^Medicaid amendments, in considerable detail and. 
understand how they are ^ministered. It is impor- 
tant that they see^ the* implementation of the law 
froh* the Indent's ay well as thfe physician's point of 



Politics of Health Care Planning^ 

The politics, of health can be represented in 
discussions of the process by which l^ws come into 
being an\l are' iihplemf nted.. Politics can also be 
portrayed in the light of important contemporary 
movements; the most^ significant current exaryiple is 
the potential for change inherent in the National 
' Health Hanning'^so^rces Act, PL93-641. 

The first -approach has,^presumably been touched 
upon in the discussions of the Medicare and 
Medicaid- amendments to the Social Security Act. 
Other federal progranjs, such' as -those relating to 
child health, however,^ should be presented particu- 
lariy in terms olf jrhplenwntation in tocal jurisdic- 
tions. State and- Ibdat laws regarding health, and 
how they functi8n in practice, ^e also important to 
a student's undc^rstanding of the relation of the 
poHtical process to actual delivery of services. - 
. . The NationaK Health Planning and Resources Act 
may >vell become, the most 'pervasive form of 
.government intervention in health delivery as it is 
implem^^ed an^ as it bocomes recognized as a 
prerequisite to a.'nationkl health insurance program. 
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It places great authority in the office *of the 
Secretary of Health, Education, and Welfare, re- 
quires states to set 'up adequate machijiery far. 
controllixig the use of healdi fesource^, and relies 
upon gi[;a$s root decision-mi^ng for determination 
Of 'peed(in local areas. -The formal hospital "^d 
medical establishments mdy not always be an 
integral |^ of the system and professionals may 
have^to learn to accommodate to the directives that 
are issued. Professionals may propose, but the 
democratic process through elected officials and 
governmental bureaucr^s will dispo se. Medical stu- 
dents .will need to hav^T a thorough understanding of 
how this particular system will work and how tl}^y 
will fit themselves into it, both to^arry out their 
. professional duties effectively and to irtfluepce the 
results for the common good. 



to 



some 



1r 



American Journal of Public Hi 
Medical Care 

Milbank Memorial Fund Quar^krfy: Health & 

Society ' \ 

New England Journal of Medicine \ 
Lancet ^ \ 

Inquiry . 

Health Services Research ' 

Journal of Health and^ Social Behavior 
Medical Care Review 
Soc ial Security Bulletin 

Other sources ofcuprent, information may^^?e 
found in the Medical Care Chartbook of th^ 
lUniversity of ^Michigan, revised -e^ery few years. - 
Special issues such as the Minority Health Chart 
^ook of the American" Public Health Association 
are useful. The Amei|it*an MWical Assixiation 
publishes each y.ear thQ Profile of Medical Practice 
and Socioeconomic Issues of Health. The federal 
government also provides a Vast.amount of informa- 

^ tion on costs, utilization, and facilities and sufnmar- , 

malpractice so that" future p^ciani% : *es of pending pislation. ^ 
to keep out of trouble anclftavoid * * 

practice now, howeveiV ha;? gecome ^ NUMMARY 
threat to the practice of ntedicine it^lf 

must recognize the problem^ it poses Although p'ethods of teaching deserve a separate 
^a\lsuits, insurance, costs (4H?*actitev,,_^lSpter, the strategy of making the iViost out of 
h care, licensing, an'd professional / ^curricular hours' available in teaching health care 

delivery i^ worthy of ^DP^itid^. As in ottier basic 
science areas, a certjan idefinitive amount of factual 
luiowledge is necessary to an understanding of 
cbncepts, and- principles in health care delivefy. 
Lectures and reading as^gnments are fairly eflfiSent 
ways of communicating facts and. ideas. Small, 
group seminars are better and essential to' permit 
• students to react, Jo see how their fellow students 
seeVthe same material, and to ask questions. 
Cultivating student interest in Hie first year, through 
well-planned lectures and semitiars sets the stage t)6 
capture those who ma^ be inclir^d to go into 
^p/oblems of health delivery in- depth later on 
through electives. At'J|^t time it ijjay be possible to 
capitalize on the initiaWase of factual, knowledge by 
providing real-life experience thr^ugn patient assign- 
ments, participation in rather than observation of 
health delivery systems, and field-trips to programs. 
^ Many teachers of preventive medicine, in fact, rely 
almost entirely* on what can be learned jo conjunc- 
tion vwtb^Flfe existing programs of patient 9$k 



MalpriKif4;'^ ^ 

It has^lieen conlmon .in' the past 
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,^ubjeci is probably best proilfited by 
is sympathetic tp'the^ medical profes- 
ersed m alb aspects of malpractice 
ight be touched upon during the 
uality control, but is too important 
(nythii^g but a full discussion in its 



. A bibliography is appended iq this chapter, but it 
should be understood^ that as a principle,* eXcept for 
articles of historical interest, it is essential in dealing 
with medipal students to provide the most up-to- 
date referenced available. With th^.^pi^^develop- 
' ment of th^ medical care fieldj^.thc^re is a plethora ef 
articles on all fispects it in the periodical 
literature. There is no sin|;le satisfactory^ textbook 
that can be giVen to stu(}elnts (although a numbers of 
texts ste availa^e) so that\it is important to keep a 
currenf file of recent jouma) articles. Journals to be 



reviewed regularly include: 



wherein the student-jJfiysiCian finds out at first hartd 
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that he^neeijs to be able to conceptualize the health 
deliveii^_$ystem and to infer the principles that 
govern it. With a prior background in the principles 
of health care-study, this can be successful. 

As a minimum, whatev^ approach is used, all 
medical students should beaome acquainted with an 
appropriate analytic modfiKof the health care deliv- 
ery system, understand the component's of the 
system in the United States, recognize the ipterrela- 
tionships of various Jcinds of health professionals, be 
familiar with the forms of practice and payment in 
this coift^. and be knowledgeable about current 
heakh legislation, t^ee^ review and quality assurance 
efforts will affect all students sooner or later in their 
professional careers, artd they need to find out hpw 
they will fit into and be able to influence the ^health, 
delivery systems of-which they are a part. 
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TEACfflNG\c6MMUNiTY MEDICINE 
BY CLERKSHIP 



H, David Banta. George Javkson,' Bess Dana, 
Samuel Bosch, and Michael Mulvihili' 



0 /Asa new. faculty of conoimunity medicine at the 
t "new"* Mount Sinai School of Medicine (Columbia 
University, New York), s^e are eijgage^d in the.' 
lively process of implementing the medical school's 
commitment to prepare~5tudei)ts for an active role in 
improving (he h^th status of the community. This 
comn^ment, expressed in* the original ^redo of the 
schocTc/K led to establishment of a* Department of 
Community Medicine along with the basic science' 
department^ as essential components for converting 
a traditional voluiitary hospital, nOtedTor its clinical 
Excellence, ipto a fiiture-oriehted educational institu- . 
tion. 

, I^essure^ to open the ihedical school to students 
as early as possible dictated the Jiecessity for the 
founding father^ of^ the school (mostly chairmen of 
Mouit Sinai Hospital's clinical departments) to 
designate the plac;^ and role of community medicine 
in the overall undergraduate curriculum in the 

. ^-absence of a permanent'chairman of the ^iepartment 
and of most of the present community medicine 
faculty. In their search for a mod^l.to guide the)n in 
their task. they>were attracted to .-the University of 
Kentucky, v^'hose new program of community medi- 
cine, initiated injhe *l960s as an iiitegral part of the. 
Hew Univer'sity of Kentucky medical school, 
seemed to represent the successful joining of clinical 
^and community medicine that was most congruent 

> with the Mount Sinai concept (2). In dmulation c€ 
the Kentucky experience {3,4). a required '6-week^ 
rotation in community medicine during the clinical 
years was incorporated in the original Mount Sinai 
cttrrtculum design. When Dr. Kurt £)euschle left the 
University of Kentucky in 1968 to become the 
permanent chairman of Mount Sinai's Department 
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of Communijty Medicine, further impetus — and pos-> 
sibility — was given to the idea of adapting the " 
Keptucky.modeht0-4he urban setting. 

Under Drr DQ^uschle^s^lea^^^ship, those of us 
who* were giVen major responsibility fpr effecting* 
the transplant of an educational program that had 
flourished in rural Kentucky to East HaHem, Mount 
Sinai's target community base, quickly became 
aware of the ways in which 'differences m sponsor- 
ship, environment, and educational and practice 
climzlte influence educational planning and imple- 
mentation (5). ^ ^ * • 

In contrast. to Kentucky, a public school with the- 
explicit goal of producing f^ily and/or primary 
physicians to serve the pirpulationncjf^e state. ^ 
Mount Sinai, as a private medical scjiool, derived 
Its definition of purpose from the tradition of clinical 
science excellence on which it had gained its 
leadership position as a hospital. While atkncJWledg- 
ing. the obligation' of contemporary medical educa-, 
tion. to concern itself with the enhancement of 
community health, jt tpnded to equate thfe meeting 
of this obligation with the production of' leaders in 
acaden>iCj and speojalty medidnet rather than with 
the* production of "fror^t-line troops.'' Both its 
faculty and student selection thu^ represented^an 
academically orientdd groilp of learhers and teachers 
with a deep comrpitment to the advancement of 
medical science! and technology. Liberal in their 
political and social orientation, tbey* were sensitive 
to the need to redress the social inequities and 
deprivation so vividly exemplified in,|he ghetto^ 
community adjacent'' to the hospital, but they wene_ 
uncert^n as ;o ^^ther th)e physician shoulder 
, could — act as an agent of social change. Thus, while 
we found some sympathetic response among bur 
faculty cdleagues to our own fundamental belief in 
medical education as an instrument of sociaTehange, 
we early recognized t^t the prevailing role model in 
the full-time faculty' was that -of the clinical scieptist; 
his counterpart among the attending staff, to whom 
much of the clinical^ teaching was entrusted, was the 
cliaical specialist in fee-for-|fervicc practice. The 
medicd school thus could not provide the primary, 
or general practitiph«r on *'which the Kentucky 
clerkship plan had %b heavily relied for tutorial 
guidance. 

The situation in the surrounding commilnity also 
differed, markedly frSm Kentucky. Wiilc Kentuck/ 
. had early identified the county arid fts health care 
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organization as the geograDhic and institutional 
, cpmponepts for its field laborajtocies, we initially'haii, 
difficulty in identifying tljefr counterparts m our 

• ' adjacent community of East Harleqi. Instead, East 

Harkm began to emerge from our earl^' surveys as 
^ a series of (Communities, varying m social, ethnic. 

• and cuhural characteristics fromNbltxk to block, and 

\nvith intense rivalaes a/noflg blacks and Puerto 
Ricans for political power aijd control. The-heallh 
care system exemplified ^he* 'non-system ^ in its 
fullest flowering. The sickness needs of the popula- 
tion were met (^n a fragmented, discontinuous basis 
by the sevefel hospitafs and clinics ||^ated in the 
comijiunity Preventive care was provided through 
public health , stations scattered throughout t*he area. . 
Their tfmphasis was primarily on venei=^a1 disease 
control and well-child care-^pfincipally immuniza- 
tion (6). • \ 

Peyond the lack of comprehensivS" ca^e ^models 
and the- social and psychgilogical bamers that £x- 
isted be^tween ttie^h.ealtlf care. p?pviders (for Uie 
most part white and middle elass'^rand tha. rren- 
white, soaally and economically d€;prived heahh 

*' care consumj^s. the threats to Personal safety and 
security inherent in inner city life posecj additional 
'obstacles to^making ^st Harhefn mfe-i^ratory for 
community medicine teaching ^ 

All Qf'thes/ factors forced us to look beneath the ^ 
actual -teaming experiences provided ih the ^Ken: 
tucky community medicine clerkship to the princ- ^ 

' iples^ thit h^ governed their selection. Here, we 
early identified, (a) getting our sense ofdirection 
from a partnership with tife COifs«*n€r<of health 
services; {b\ learning as rrfuch as possibly about the^ 
needs* resources* and priorities of the pebple fron? 
the people: (c)ooining our resoifrces with, existing or. 

, potential cbmmunity resources as transferable ele- 
ments from the Kentucky experience to -our own. 

^ These principles pertain today as they di^ 5.5 year* ^ 
'ago when JurVteaching prop^ beg^. We are* 
however* only np>V Jbe^inning tb\ experience the 
rewards that coma from ^his developmental ap- 
proach to learning and' teaching' in community 
medicine.. ^ ' 

In the first program' year* the urgency of commu* 
nity need on the one hafid^and institutronal need'bn 
the other forced 'the joiliing of the two in the' 

• ^ x)peratioi1aJ desigr> of the cAmnlunity medicine clerk- 

^ ship program. In other words, we enlisted our first ^ 
clerks ii^the developnnent of our community service 
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and research prograifis. .In marked contrast to the 
conical* rotations, with their well-established service 
and research baV, om: clerkships consisted initially 
of an i^on to engage the student in learning a^ the 
sh^rp edge oif unmet community need, using the 
disciplines of epidemiology/^d soc^l science as th? 
intellectual base for the^ expres^on of social (con- 
cern Every eflfori was made to match up student 
interest and-future career plans with particular areas 
of faculty study^ and beginning model-building. 
Given the fact that the faculty had \)oi yet reached 
agreement as to the specific educational' objectives 
for the clerkship, however* the implementation of 
- this matching principle carried with it certain unfore- 
seen consequences* First of all. the >^ery'freedom of 
choice given U^' student trended . to supp()rt the 
'Sceptical sti^rnrs bdief 'that community medicine 
was a '*soft ' discipline, long on ideals 'an4 short on 
substance. Second,, the perrpissiveness of the sys- 
tern afTordeS the clinically minded* student an almost 
irresistible^pporiunity to subvert community medi- 
cine learoing to the' pursuit of clinical interests 
through .opting for a disease-oriented project that 
easily lent itself to^ clinical emphasis. On the other 
h^nd. highly motivated students, with a (Commitment 
to learning what comrtiunity medicine was all about* 
flourished in an educational climate that encouraged 
the exercise of their creativity and capacity for self- 
learning. ' 

If learning foT students Avas« uneven m the first 
yeai* o( the clerkship program, the benefits for the 
faculty were enormous. These included: 

1. The stimulation of concentrated work on the 

« 

development of behavioral objectives for the 
clerkship as essential to the -implementation of 
oufl>elief in learner-centered education. 

2. The en^iancement of our understanding of the 
Mteria for the selection of field learning 

^ppQrtunities*^ith particular attentioji tp the 
Thgredfents necessary to convert avservide or 
; • research prograrfi into an educational resource. 

3. The clarification of our own unj^erstanding 5f 
the complementary relationship l>?tvC'een com- 
■m\inity and clinical medicine.^ / _ ^ 

M. The development of more precise^nowledge 
of the attributes, limitations, and potentials of 
East* Harlem as a learning environment. 
5. Deepening respect for the relationship of the , 
administrative organization and management of 
the progr^m-to-pro^ji^]^ 
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6, A growing .ac(jeptance of tKe importance of 
. process in both student and faculty deveTop- 
ment. ^ - ' 

' Progres.s toward the translation of these insights 
into actual prpgram change, as reflected in the 
, current ^ogranj design, has been. uneven. It has 
been influenced not only by the relative difficulty of 
the several developmental tasks* involved in the . 
translation but also by such everyday realities as 
time, competing interests and pressures, and the' 
*netd to involve new faoulty and to reconcile 
differences among faculty in preparation for taking 
next steps. . ' » • 

The current clerksWp program is designed with 
^ *g^ of helping iK? student learn to rdefine a 
problem in community health terms. This means^ 
/that he shouW look beyond the individual case and 
place the problem in the context of a^ p6pulation 
group. * » . • - 

The problem" itself is subject to broad inierpreta-^ 
tion, encompassing such issues as health- care 
tielivery to a specific community or group, the 
working of a current health care delivery organiza- 
tion, human interaction in a medical setting, etc. 

The learning goal of problem definition has been 
broken down into the following specific leammg 
dbjectives which the student is expected to achieve 
by the end of the clerkship: 

• I . The student should select & potential area in 

health. <f^* 
1, The student should make ar[ initial statement 
\rf t^e importance of th« problem.. considering 
such areas as: I. 

a. 'prevalence and/or incidence of the prob- 
* lem - . 
.b*. geographic distribution 
c, extent of present knowledge 
d; feasibility of problem solution 
medical interventions 
socioeconomic factors , - 
^ ' political factors 

educati6nal factors 
cultural factors 
. available resources 
* e. priority of the problem in relation to other 
problems. 

» 3. The student shpuld specify art least thr^e 
questions which need answers for a proper 

* * statement of the problerti.' 



4. The 'student .should- recommend methods for 
answering those three questions. 

5. The student should demonstrate the abihty \o 
investigate one of the above questions: 

a. state a specific questiom to be investigated.* 

b. define a method fbr hivestigating the qufcs- 
tion ^ * ^ 

c. analyze the information 

^d. draw reasonable and logical conclusions. 

6. The student should state methods for ^aking 
steps toward problem solution. 

7. The student should present his findings in both 
' an oral and written report. • • , 

These objectives can be fulfilled through one of 
the following routes: ' ^ 

1. Assignment ta an ambula^ry c^e^^ting,|^ 
pre/drably away from the hosprta^jj|k^f3ME^ 

IS an opportunity to combine clrmcfl'^^^with 
the development dnd' testing gf a l^pothesis 
. under the' supervision of a community, medi- 
cine preceptor, 

2. Assignment to an ongoing community medi- 
cine field project (service and/or tesearch) with 

. a community medicine preceptor, (isually the 
'Project director. ^ 

3. Independent epidemiological pr social science 
research of a delimited nature under thef direc- > 
tion of a community medicine pr^^ptor. 

Engagement in.the clerksl^ is yiStjdted through a 
personal interview between ^ach'4St'i^ei\t and the 
clerkship coordinator several weelcs befoVcff Ihe 
actual rotation begins. Designed to |^xit)l9re-the 
student's educational ^^t)als. assess his feeing; 
needs, and preferences, the intervtew repres^t^an 
important first step in the reconciliation of the 
student's learning needs and aspirations, withxthe 
objectives of the program. ' ' 

Although the personal mlerview hs^ befen used as 
.the starting point of the cleiicship sirice the. program - 
began, its effectiveness^as an edupational device ^has" 
been gTeatly enhanced" by: (a) Our growing clarity 
to the learning objectives of thfe clerkship; (b) the 
student's own basic knowledge of community medi- 
cine garnered from the Enhancement ^nd jfelfjnement 
of our required teaching program in the pre-clinical 
years; and (c) the availabiltfy of a growing range of 
comnninity medicine service and research Opportun- 
ities on which to base experiential learning. It is 
now the usual rather than the* idiosyncratic experi- 
ence to have the student come to the interview with 
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a feirly clear notion regarding the particular problem tional ^oteatial of .community medicine teaching 
he or'she would like to explore and with general ' througRthe clerkWiip. 

understanding of the f^ctor^ involved in problem' On some 'occasions, the field for stigly axid/or the 
definition. With rare exceptions, by the end of the f,eld preceptors are not afTillatecl witifv us. Ht 
interview, the student is therefore abJ^ formulate a^recogoize. that other departments and programs have 

mucn to otter, and that 'Gxperiences in an ^rea 



perional goal which falls within ih& general are^ of 
community medicine and \o take the next step in 
the process, i.e.. making ^n appointment with the 
potential tutor, idenufied by the cuiiiculum coordi- 
nator, for further discussion of his or^her actual 
learning experience. ' . 

\he tutor is not necessanly an expert in the area 
chosen. Indeed, since, ay indicated earner, thffgoal 
is that the studen/ should learn to define a problerti^ 
'it may he an advantage to have a tutor who* 
approaches the specific probkri\ de novo and uses 
his generic understanding of thi^pripciples, ^ prob- 
lem definition to demonstrate 'tfce process required. 
ParenthjKtically, this strategyJs a pojferfal tobl^for 
faculty as well as student education. 'in addition to 
his community medicine tutor. th§ student geij^lly 
also has a/field preceptor, j^sually a clinician, who 
sjupervise% his field wor|j and ^^s hrm access to 
nfieetings, available data, etc, Iijrinciple, the field 
4Utor colild do the enfire job. In view of the 
relatively recent development of community medi- 
cine, however, few practicing physicians have sjuflfn 
cient knowledge of epidemiology andor health care 
organization, administration, and* financing .to enable 
them to carry full responsibility for student supervi- 
sion. Because of the nature of health care practice 
in the urban environment, the field setting is usil&lly 
a grotJp practice, an-outpatieot department, a hospi-. 
rial emergency room, dr. only rarely, a >olo practi- 
tionenconcerUrating on family-type medicine. Field ^ 
laboipmories with' which community medicine faculty 
g^mbers are associated on a consultant- or direct- 
service basis (such as the YbiTcville Medical Gfoup 
[HIP] [7,8] or the model comprehensive child care 
program devi^joped under dep^mental leadership in 
an East HarlenTpublic health station) have proved * 
to be particularly yaluable educational resources. As 
nnight be expected, students- appear to learn most in 
those settings where: (a) they see, in action, the 
theoretical concepts, principles, and valuer an 
which community medicine is based; and (b) they 
art given. generm^s^ competent tutorial help anct 
guidance in achieving their learning goals. Both " 
program and'* faculty >development arf thus, in our 
view, critical to the full realization of the educa- 



chosen by the students may Jiave more impacf on 
their learning We do require a written report of the 
work and an evaluation by a tutoj in'the^field 
chosen. We also reqi^ce preparation '.in ad\fin^ 
inclu(^ing a passing grade on a basic epidemiplpgj^ 
examination, a tutorial in health care delivery, and 
preparation iq th^ Specific. area chosen. Durina the 
last year students have fulfilled the clerksfiip re- 
r quirements' through doirfg projects in: sex *no\^- 
edge anc^ttitudes 'of meifical' students in Zagreb, 
Yugoslavia; incidence of^ygery in the Group 
Health Cooperative of I^j^t Sound in Seattle; 
organizatior}, of rural medical care in Israel; and 
nutritional problems of Indians m eastern Peru, i 

As the "foregoing ujes'dription of the clerksfiip 
indicates, ffcm the very start we have placed major 
emphasis on the learning-doing component as the 
pnncipal educational motif of the program. Weekly 
senjipar-mefetin^s are used to supplement .field 
learnlrig Initrally, the specific topics to be covered 
m the seminar sessions were ^letted by the clerks 
from a range" of pJossibilities presented 'to them by 
the clerkship coordinator at a curriciilum-building 
session 'pn the starting day of the rotation. The 
administraftive difficulties encountered in this a la 
carte selection, coupled with, the iact that students 
have increasingly opted for the in-dejlj^presentation 
and discussion of health delivery issues^, have led to. 
our ^suming' responsibility. a§ a faculty, for deter- 
mWng the cont/ent to be covered in the seminars. 
Oiv usual practice is to invite exjfcrts in a particular 
subject area to present the salient facts and issues, 
Je'avinjg ample tftne for student-fapiilty discussion. 

Th^%Q formal sessions, in addition to providing 
the opportunity to l«am from experts, also .stimulate 
and pft-oniote peer learning. " The students bring 
knowledge and experience from^their field place- 
ment to the sessions and challenge each other'^s 
ideas With vigor and forthrightness. Group learifing 
is further enhanced by student presentations at the 
^end of the 6-wcek rotation. Because these presenta- 
tions have been so successful in promo^ng student 
and faculty learning, we recently inaugurated a 
review session during the second week of the 
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clerKship in which the student presents the pVoblem 

^'"'^le^r she has- identified for study* and hts or her 
tentative study design for, critical reviCvW by a in^ulty . 
cofnmiltee and his- or her, fellow students. This has 
proved* to be a particularly good w^y of setting tfie 
process of group learning in motion, from the very 
beginning and stimulatiilg high standards of student 

. perfomjance. 

The topics chosen for study by the students have 
, been summarized previoosty (5).^ Generally, most 
studepts hav^ worked in primary^are settings, and 
done simple iJivesbgation of an area such as patietit' 
satisfaction or interprofessionarfunctioning. Certain 
changes can be perceived with tirrte. however:. (tf 
more epidertiiologicaJ projects: *(2) more data collec- 
tion: (3) more- interest m^ prepaid group {5ractice; (4) 
more health care studies of such area^ as oost; and 
(5) more focus on me.dicai sociology. , k\ 

In keeping with medical school policy.^ we are 
required to grade each student on the b^s^of Pass. 
Fail, on H'Dnors Finding a way of meeting this 
requireipent within th^ context of our own standards 
of accountability and own belief in evattuation as 

' a positive rather than coercive instrument of learn- 
ing continues to be a challenge. Currently, each, 
student is graded >on 'the basis of: (a) a rating scale 
which his or her tutor completes; and (b) an ^oral 
and a written report' evaluated by a facuhy jury of 
three. While the evaluative- task has become simpler 
as the objectives of the clerkship have become' 
clearer, we still encounter discrepancies between a 
lutot's assessment of a ^dent and that of the 
faculty jury. As jurors, we are pware of the fine 
judgment it requires to fnakd the distinction between 
facility in oral and written presentation and actual 
working grasp -of the principles of problem defihtidn 
. ' in community medicine terms. * ^ 

While skeptical about our skills as evaluators, we 
tend to place a great deal of value on the students' 
capacity to evaluate us. 'A written feedback instru- 

^ ment has^indeed given us i/nportant information as. 
*to general attitudes toward a cl^rkshi|5 in community^ 
medicine, as well as clues^regarding the factors in 
the clerkship experience that promote or impede 
learning. 

As might be exp^ected, students react to^oTir 
prograrf) in a variety of ways. About one-thirH of 
our students enter the clerkship with a^ firm special 
ized interest in a specific medical field, such as 
' allergy, nephrology, cardiology, etc. Starting from 



where the Student is. it is often ^possible to , show 
himt)r her psychosocial aspects of .disease he or she 
was not aware *of previously^, and he or she 
inevitably learns sorxie epidemiology. Another third 
of the sti^dents are oriented toward community 
medicine or family practice, and are very demanding 
and sometimes critic&l of' the de|1artment. The 
remaining third of the students are open-minded, 
uncertain, and. sometimes confused. This is the. 
group which seems to learn the mojft from such a 
clerkship. ' * >^ ' 

This latter. fact J^as been of tremendous imBpPjj 
tance in resolving any. doubts that in moments oT^ 
frustration we might have^entprtained as to whether 
a clerkship' in co#nmunity mSdicipe should be re- 
quired or^ optional. -With this renewed conviction 2ls^ 
to. the educationaVvaliditV the requirement, 
however,^ tjiere is also growing realization 'of the 
factors— human and material — upon which the 
clerkship depends for its mztximum effectiveness: 

* ' • ^» . ' 

I. Exposure to the pri/icifyles of commit nity 

medicine 'a^ pcif^ of the required learning of the pre- 
cUnual years. Jn our case, the decision reached 2 
\ years ago to cojisoljdate comfnunity medicine teach- 
l.' ing into a first course in bi^atistics and epidemiol- 
^ogy (9), and a second-year course — the study of a 
family-i-is strongly affecting students' readiness for 
and expectations from tKe clerkship. 

2 Support for faculty. Like faculty everywhere, 
we are cbntinually confronted with the irony o^ a 
rnedical *edtjcaiionar system which offers 'the least 
reward for the performance of what 1s ostensibly it» 
principal function— i.es., the facilitafion of learning 
through creative teaching. Our teaching efforts 
have, by and large, been kept alive by the personal 
commitment of voluntary faculty or by piggy- 
^ backing on the I'esearch'and service activities of full- 
time staff members. Under such c^ircumstance^ itjs 
difficult to insist on the rigorous standa^s pf 
excellence in educational performance with which 
^ the success of the program is intimately allied. 

3.' The development and maintenance oj a trust- 
ing relationship with community health care con- 
sumers and providers. Essentially, our field learning 
dpportunities are the outgrowth of departmental 
investment in a partnership with the suiyounding 
commuraty; designed to .strengthen* the community's 
ck^lpity for understanding and meeting its health 
needs. Students have been and continue to be 
particularly skillful in. engaging the consumer's con- 
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fidence and beginning trust in the integrity (rf our 
purposes. * ' ' 

4. The development and maintenance of viable 
linkages with dinival medume both within and 
outside the institution. Having awarded top priority 
in our fii-st years to the outside community ne^ 
and resources, we ^re at an ^arly s^tagejn the' 

* development of mutual trust, understanding, and 
modus operandi with our climcal colleagues within 
Mount Sinai, its affilfated- ho3^itals. and^in private 
practice. We are row identifying important areas of 
common concern and^ interdependence' in. fesearch 
and ^service — some of the^ri first uncovered through 
the exploration of ways of meeting the students' 
need for an experience that linked community 
medicine'witff specific clinical mterests. 

5. The promotion of interprofessional and inter- 
disciplinary teuihinj^ and learning. Since our faculty 
is organized and staffed along interprofessional and 
interdisciplinary lines, interprofessional and interdis- 
ciplinary teaching^ is a given fact in our entire 
educational program. Conjoint learning for students 
from the vanous health professions has been more 
diifficult to achieve as a consistent element in the 
clerk^ip- We continue to* work on the pragmatic a 
issues of scheduling/ faculty back-up^, etc.. which 

e irtterfere witKour ability to make good on our owp 
commitment to thi& essential feature in education in 
community medicine, - — 

In summary, we have reached the 5-year jwint in 
the offering of a required clerkship in community 
medicine with a deepened^ understanding* of the 
ideational and pragihatic nature -of our responsibili- 
ties and cdntinued conviction* a^ tqtthe importance 
of the clerkship model. The ultimate outcome^ our. 
efforts, the pe'rformance of^ur graduates as agents 
of community ^health, awaits long-term follow;up 



/ 



study. Our observation of student behavior at* the 
end of the clerkship, however, supporis our belief 
thaf community-based ;Ieaming to define a problem^ 
1% the multidimensional terms of conynunity medi- 
cine Enhances the student's perception of the com- 
plex.nature of health problems, sensitizes him or her 
to^the operation of the health <;are system as it 
promotes' and impedes optimum community health, 
and provider him or her witK a broadened under- 
standing the physician's role as an agent of 
positive health. 
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TEACHING RESOURCES FOR 
PREVENTIVE AND COMMUNITY 
MEDICINE: ACTIVITIES 



Robert E. Carroll 



Actual t>articipation by the student in diagnosis 
and treatment has always been a dominant part of 
the teaching of olinical medicine m the United 

'states. Demands for more apdemiC rigor have 
resulted in shifts from almost' p^re apprenticeships 
to formal didactic teeing m Jhe basic sciences, but 
the clinical (5lerkship l^s remained. Of all the major 
clinical specialtfes, preventive aqj^commufiity n^di- ^ 
cine has had the most .diflficult |jme in devfting 
satisfactory activities fo^ student participafioq and 
has utilized them least. \ < 

A fundamental basis for yiis distinctibh ties. in the ^ 
fact that, by deflnition. communitj^medicine deals 

' with^ health pKoblenis of groups *of people^ op- , 
posed to individual patients. Such groups are not as' 
numerous as the individud^are 'less accessible to 
studpnt* contact', and may have complex health 
problems requiring more ^ skill and knoJIedge^an 
the average student can be expected to*posses#For 
example, a student ^ssigned to a patient with a 
myocardial iofarct may in a few hoiirs greatly 
expand diagnostic and -therapeutic skills while feel- 
ing that he is a part of the cliniCaf team. Investment 
of the same time span in .an epidemiologic^ research 
project or heart disease control program is unlikely 
to yield the same relative results and satisfaction at 

* being a useful participant. . - 

Despite the difficulties, a variety of activities* have 
been tried iir various medical schools in' efforts to 
enhance the learning of community medicine, Care- 
ful and critical ddlineatiorf of curricuhim goals and 
obj^'tives "is crucial before making the decision to 
use ^ activity for teaching. At times the desire to 
please students or *'get away from the leftur^ 
^initiates activities that enable the community medh 
cine "rotation" to have a format similar to that of^ 
other clinical subjects. Careful consfderation of the 
strengths and problefns involved in studenj place- 



ment, however, ^n lead t6 a strong, dynamic 
teaching program. 

The^types of activities compiQiily undertaken ma^ 
be divided jnto those that involve the student with " 
an individual case op patient,- arid those where^ 
involveme^^is directly with the group or community 
oriented process, program, or agencyr 

The individual case approach most closely ap- 
proximates what the majOri{y*of students will en- > 
counter future practice. This ^ type of cpmmunity 
^paedicine teaching can b^ integrated with other ^ 
clinical rotations 4o increase"s\udent perceptions of 
relevance. One successful technique is fitfnily health 
studies of patients that_^re beiug^seen on other 
rotations. Along with his regular workup of a case 
for presentati6n, the student is required to examine 
aspects pertinent to preventive arid comnjunity 
medicine. Questions may be as*ked, such ais: the ^ 
cost of this illness ta the family and society; 
could the health system have prevented thfe Jlthess;' 
|what resources, will be geeded for future care? Tbe ' ' 
fcooperation of another 'itlinical department is essen- 
tial so that-the student feels the information^ Has 
obtained and is reporting is of pi^clicaii^use b^XP^d 
just impressing the professor of -communfty' mtdt- 
cine. If the leachtng goal is simply fo awaken the 
student to aspects of disease and health beyond the 
individual doctor-patrent relationship, then coopera- 
tion with every clinical department is not necessaiy. * 
Although ^ill working at the individual case level, ^ 
. a student may be assigned to a health care program 
or agency that encompasses commilruty aspects in 
its activities; An example would be working as a 
clinical clerk in a community health center tli^t has 
an interdisciplinary approach. In this case, the 
stud^t is still practicing in 'the famiUai* doctor-to-,, 
patient' role, but the ongoing system arounSl^him 
forces an , awareness 'of community factors, in 
contrast to the more theoretical approach oT the 
, previously described case discussion ntethiod.f 

Many faCJor^s hamper the successful placement of 
student^ into an attive role in such' community 
oriented'agencies. Comnnmtty.er oonsumer boards 
usually have a major input into, policy and tradWon- 
ally have been unwiUing to subjeit their clientstto a 
''guinea pig'' role for teaching purposes. As op- 
posed to tea(^ng clinics in^a medical centec. these 
agencies werfl^signed to pl-ovFde efficient service' 
and often are reluctant to absorb the disruption'in 
model function that* the presenc'fe^olT students seems 
to imply. 

V 
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l.a progrants where allied health/ persohrtel and 
physician e%\pn(fers are well utilized, the^rble of the 
physician often requires Skills that a medical studenf 
does not yet have. For example, a nu^ practi- 
tioner or physician associate may perfojro histories 
and'phy?ical e'xftms and consult the physician ijfily. 
for complex problemS^ or back-up. The*rol.e of^th^ 
medical student prec^ptees is then confused. He or 
sh4|Capnot practice the elemeatary skills learned 
aporeport to the ptu^ician associate, nor can he or 
she answer the more diffkult problems (+iat the 
associate brings tp ^ physician. Under these/ 
circumstances, utilization of the medical studeilt in a 
patient-advocate, rather than physician, role cafn^be 
successful. 

• Some schools have developed opportunities for 
placement of students in developing countries 4r 
medically underserved areas within the United 
States. In these situations the need for medical help 
often is suhicient that the sTildent's knowledge and 
.^kills can be' well utilized. The broader health 
^roD^en>s in* these areas are also obvious enough 
that the- student cannot help,feut expand his View of 
the fole of medicine jind the need for a community 
approach. Whether placenrcnts are organizationally 
labeled as part of^" preventive^ and community me'di- 
cine. seems not as relevant as that^hey exist 

In contrast to the individual jjat^^t Or farfiily* 
approach described above^ the other major class ot 
activities and field placements involves the student 
directly in problems of a community either in 

rogram implementation or research. 
* Perhaps tfie simplest of such activinestoplan and 
execute i^'the sirppie field visit ByV grgup of 
students /.vFor example, in d^s whe|i sanitation Was 
stressed !^groi!p trips to the local sewage freatmSnt 
"pf^rtt were common,^ modem occupaticinat health' 
facility in a largetndustry might be a current 
' example. The field ^es'^of many community medi- 
cine, ^ctivitj^s ^today iftay not have the visual 
sensory attractions of the classic sewage plant. 
Careful thought should \e given* whether 'the trip 
warrants mgvmg numbers o^ students instead of 
bringing the pro^m director to the. classroom for a 
semlnafv * 
, ' Commonlj^ used in epidemiology courses^ are 
^ problems or exercises thaf force tffi student to 



analyze and ipake decisions at a community level.. 
The situation is artificially recreated for the stude^, 
either on paper or ^y dis^^sipn. Whffle thi» lacks 
bome of the drama and eSWefnent of real life, the 
exercises can involve current pertinent question^, 
such as interpretation of the'lea'd^'s own reseacch 
data. Student involvement can becom\quite intense 
if they feel challenged' to make decisions or offer 
advice, rather than- just performing b^y work'^ 
calculation oF'rat^. A number of m^ical school 
xlepartment^ have these exercises and they can be 
used as js,^or adapted 'to meet leaching needs. 
Frequently,, the precise subject matter is no*t as 
important as* the method, and a problem in which 
the leader 4S involved or knowledgeable prjovid^s a 

^pre dynamic session, ^^r example, the review ^nd 
analysis of a rather simple, local outbreak^ food 
poisoning may be''mucfe more efTecti^ for the 
stAident than presentation of the instructor's faf^orite 
Classic, sucFf^is Snow's cholera. 

in^cftdigf the classroom exerdfee, students may 
be assigned, iritfividually or in small- groups, to a 
conimunlty agency or prCigram. Often they are 
asked w serve m a sort of participaflt-obseryer role,. 
and to. produce an analysis of the agency Mn a 
written report or presentation for their classmates., 
Tms type of acti^ity^can be very successful for 
certain students, biit is difficult i^, arrange and 

"ydprdinate for large classes ov^r a long penod of 
time. Often the .stAidenty opportunity for actual 
parficrp^ation in whmt ihey consider, a meanirrgTuI 
meCiical role is limited, and the observer relationship 
pf^iteiinates. Careful , planning and discussion* with 
agtncy personnel who^will work with th(S students 
are 'essential so that they understand the educational 

^ objectives arid goals ' , \ 

Qecisions about appropriate educatibnal activities 
ifi community medltine will always depend very 
much upon the.* local si,tuation, both within the 
medicaf school and the community in which it- 
operates. Activities should never be Undertaken or 
developed just to '*do something'' or in an dtie^pi 
To salvage* an unpopular course. When educational, 

^gdals objectives are carefully developed, and 

\h£>(e&c^iing program designed to best accomplish 
them with the refiources agitable «^ community medi- 
cine actj^ties can be as exciting and challengings^ 
^her clinical rotations. * 
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To address the omnipresent but elusive subject 
e readings and their use, this paper directs itself to 
. three questions: 

J. What is the ^ole of, readings in teafching 

preventive medicine to medical stud&nts?.^ 
i What-criteria should .be used' to, assess the 
value o^rfQading? . * ^ - . 

3. How cSm tfie Association of jTeachers of 
Pi:»ventiv(^ Medicirte and the Fogarty Interna- 
^tipna) Center contribute to a rrore successful 
. 'utilization of readings rti preventive medicine? 

WEADINGS AND RIDING IN TEACHING 
PREVENTIVE MEDICINE ^ 

To begin ^a defuiition needed/ By readings I 
i?fer tp published, pnnted, or mimeographed mate- 
- rials unaccompanied by electronic audiovisual mate- * 
rials- Readi^igs include books, Journal articles, mon- 
ographs, government documents, ^transactions of 
confegenies, reports ot health agencies, case stud- 
ies, and reviews of tbe literature. 
, ' Readings have severaIvl>otential teaching pur- 
poses: 

^ to present significant concepts, i^jri^tho^s, ot)ser- 

vations and conclusions^ 
^ to define problems 

• to articulate policy ' , 

• to revidw the literature on a given topic 

• ^illustrate . key attributes of research design 

" • TO describe the history of a particular prol^lem 

• to demonstrate a style of thinking worthy of 
emulation or avoidance • 

• to provide references to pertinent works. 

In, considering the uses of readings, we must keep 
; in mind those"^ who will Jfcfe doing the r^eading and 
their purpose in pursuing the subject. Is the reader a 
■ first-^ear medical student taking a required course, 
*• a fourth-year student jn a preventive medjcine 



elective exploring one topic -in depth* or a general 
practitioner attempting to apply preventive medicine 
to his or her practice? 

NVe must also consider how a given reading will 
contribute to the knowledge, altitudes, and skills 
preventive medicine seeks to 'impart to its 
5f students. 'Generally speaking, objectives that are 
. fulfilled by reading tend to lie in the jognitive realm, 
less frequently in the realm of slulls, and, more 
rarely,'^ in 'the realm of attitudes. Yet it is' in the 
realm of attitudes that we in preventive, medicine 
>face our greatest tasks — ^to« encourage students to 
see their patients as members of groups, to find* 
reward in preventing illness, and to help coitect the 
inequities that existMn access to ^ood health care. 
Writings which . can infehkate the attitudes we seek 
to esta blish sljguldl>e identifie d and promoted. 
• To. isolate 'ihe independenPeffecFoT a single 
reading, a set of readings, or even a^course in 
preventive medicine upon a medical student's future 
professional performance may be^n impossible 
probFepi in multivariate ^analysis. However, there is 
one prime ingredient which I trust has an identifia-; 
ble, longnerm effect— the feeling of pleasure and 
mastery associated with successful problem-solving^ 
in" matte i^s of Iffe and death. In her paper on 
teaching prepared for this workshop. Dr. Elizabeth^ 
Barrett-Connor -noted: 

Perhaps %the most ^)sitive thing I can say 
abihit teaching epidemividgy in this way is that it 
IS fun. While it^may he thoughVhy some that Jun 
\ is irrelevaht, J ^believe that' a funJamental appeal 
\)lj*pidemiology^is its appeal to the puzzle -solving 
procli^vitie^s (if man (this volume). * 

Jhis is not the place to"" weigh the pros and conj> 
of readings as compared to other methods — lectures, 
small group discussions, audiovisual presentations, 
field trips, or patient work-ups. 

Ho^ever,*reading skills do merit comment. Read- 
ing, as.one ofihe highest order functions in which 

- man regularly engages, invites a continuous formula- 
tion of hypotheses to explain the flow of symbols 
that rush past the; eye (/). Reading subsumes a 
variety of maneuvers, i.e'., skimming, scanning, j 
studying, reading, and rapid reading (2). Thg most 
^ vital phase- ofleaming occui* whep the reader is not 

booking at the book l?ut reflecting on Avhat he has 
just perceived (3). <et, despite continuing develop- 
ments in the applied science of reading, medical 



109 



ERLC 



12 



1 lO/Academic Relationships and Teaching Resources 



educators t^nd to take afl uninformed approach to 
the ^subject. In his broafl examination of teaching in ^ 
n^cal schools, Miller reported that almost nothing 
was known abo|it the reading ability of medical 
students nor arbout the' precise readability of the 
printed materials u^d to inst^jict them if<i. 

Aci recent years, severaf ceporfSli^ve attbmstfed to 
relafe success in. medical school to scores on the 
Medical College Admission Test.(MCAl\ which to 
some extent reflect reading ability. The results 
been mixe(}, showing no linear relationship of 
MCAT scores with success but indicating that those-, 
with below-median scores are more likely to drop 
out cS school C5 ,6.7). ^Woukl changes fn the levef of 
complexity of readings, their^style and format make 
(or njgre effective learning? Would systematic train- 
ing^ reading help medical students? We have little - 
infbrination on this. Recently it has been observed 
, th^ the best readers -€re also the best medical 
stents {8), If injact any kind of causal relalion- 
^ip exists between readmg comfetence in medical 
/ school and future performance is a physician, then 
^ the process of reading must' receive m^ich more 
\ ^attention from medicaJ schools than it has received 
\ thus fan. Several authors recently have addressed 
1 the relationship of readings to the rest. of the 
V^^^noedical curriculuip (9,10). ,They have underscored 
^the range of the kinds of readings available ^nd have 

• noted that advantage can be taken of ' variation in 
^ student reading taste to encourage each student to 

select what he finds most interesting, rather than to 
enforce one standard on^the entire class. ^ 
' To sammarize'trtfe point^^made in this settoTtk. 
• !. In exafnining and selecting readings; as in otnhf 
aspects of our teaching, we should proceed from-^ 
deltned instructional objectives. 

2. One ^poriant measure to seekirrreadings and 
in student response to^them is enjoyment of the 
. materia). 

* " '3. We need to determine the most effective 
deployment of readings for transmitting^ cognitive 
knowledge and for inculcating attitudes and sharpen- 

^ing skills. . 

4* We aeed to work to improve medical students', 
reading; skills and to study the relationship of 
student reading skill and performance in medicine. 

' CRITERIA FDR ASSESSIN(iREADINGS , • " 
' Miller has suggested a set of criteria ba^ed upon 



empirical evidence that is usefu'l^ choosing books 
or journals (//): ^ ♦ ' 

1. Does the niaterial contribute to the achieve- 
ment of the objectives of the course of study? 

2. Is the work presented of ^ood quality? 

3., Is the material interesting and written in 

simple, clear language? . 
. 4. Are the organization and format attractive? 

* Wynn describes the ''three S's" of a good 
medical text book: selectiv*^, sequenced, and sifripli- 
fied (72). As implied in Morton's approach to 
teaching mgthods, readings should be selected in 
relation to the total const^ation of the teaching 
situation: the learning objectivesv«the learner's inter- 
ests, the setting, the teaching task, and the means of 
evaluation to be u^d (this volume). 
. As previously noted, we can exploit the interac- 
tion of readings with students' other activities and 
responsibilities. For example/ a readii^g about the 
geographic origins of hospital patients can be inte- 
grated with the students' clinical experience on a 
medical clerkship. Journal articles on medical topics ' 
currently th^ obj^t of debate make for stimulating 
and sljccessful sradent participation (this volume). 
At McMa#:r the introdiiction'of bach major topic 
js accomparried by review articles ^n the subject, 
and Ihese placed on overnight fe5erve_jjQr the 
students (9).' ' * 

In many- respects we can view the evaluation gf 
readings as analogous^ to the evaluation of medical 
care itself There are inputs (the quality of a reading 
*fof its information,' clarity, and appeal); process 
'(how readings are presented in relation \o lectures, 
(fiscussioris. patient experiences, and the patterns in 
which readings are assigned in ^latioft to one 
another); afnd outcomes (how welRjstudents recall* 
facts,' reveal-attitudes, and provide better pi'evehtive 
care for their patients). Howlnany of the readings 
we. assign actually have been tested with respect to 
. these aspects — input, process, and outcome? If we 
did so, and if we defined our instiuctioaal objectives 
more -systeniatically, the success of our teaching in 
preventive medicine would improtfe. 

To sdtnmarize, criteria Vor selecting readings in 
prevelhive medicine should concern: 

1. Input aspects * • - 

a. Does the reading address-a teaching objec- 
tive? . , • / # 

b. ^ Is the reading clear, »well-origanized, and 

" ' appealing? ^ , ' • , 
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c. Have the readings been chosen selec- 
tively? ' ' 
- 2. Process aspects 

a. Do the readings fit welj with the other 
instructional' methods b^ing used? 

N b. Are the readings available and are they 

read? y • • , 

3» Outcome aspects ^ 
• a. Do the students better fulfill the short- 
^ term instructional objectives because of 
the readings? 

b. Are students satisfied with the readings? 



THE NEJ^^ STEPS 



joining forces, the Associ*ation of Teachers of 
Preventive Medicine (ATPM) and the Fogarty 
International Center (FIC) have the opportunity to 
become a n>ajor influence upon^th? teaching of 
preventive medicine. With its proximity to the 
National Library of Medicine and its mandate to 
contribute to prevention, the FIC is particularly 
suited to complement the expertise offered by 
ATPM in the development of readings. 
* Before proceeding to specific recommendations, 
let me first report on a quick and informal survey of 
reading lists innise in preventive rhedicine, a survey 
done for this conference: To esumate the 'feasibility 
and* value of sharing lists of references, 23 of the 
participants expected at this conference were re- 
quested to forward" their course reading lists and 
their departmental teaching bibliographies, fcurteen 
.pe'rsons responded, sending 11 sets of references. 
Among the 80 gages of references N\ere more th^n 
200 books anpl morre than ^ articles. A compen- 
dium of these reading lists was made available to 
^ xonfer^ce participants and,, on initial review, was 
well received. . . y 

The togistical problem of preparing and maintair^ 
ing a selective, edited list bf references becomes 
quickly apparent: dupfication of articles, need for 
standard fqanat, and difficulties in deciding whic|» 
references are essential 'Snd which are not. Despite 
these 'problems; it seems to me that the periodic 
issuance of basic reading lists could be a useful 
^ontriEuJtion by ATPM arid%PIC. 

By' far, tha best, cunsently availaBle bookshelf of 
« readings in public health, niedical car^ and allied 
fields' has been assembled by La f(occo and Jones 
qf the Harvard Center Tor Community Health and 



Medical. Care. It contains 610 annotation^! most of 
them published in the periodcl960-71 {13). \ 

'« , ^ a I' - 

RECOMMENDATIONS 

1. On objectives: 

a. ATPN^ should clarify and .specify the mini- 
mum educational, objectives for eact student in 
preventive ^ledicme in respect to cogni^ve knowl- 
edge, basic skills; and desited attitudes. 

b. -AJPM should develop a formal clarifica- 
tion of the con^nent subject areas of preventive 
.medicine in orJ^ to catalogue the diverse kmds of 

readings found in oui" field. 

c. Educational objectives and the clas^ication 
pf the component areas should be up-dated periodi-- 
cally. ^ . 

2. On the initiation of evaluation: 

a. ATPM and' FIC c^n, render a valuable 
service by compiling, soiling^-and evaluating read- 
ings' and other teaching, materials in preventive 

Tdicine. ^ " ^ 

b. Conferees on teaching methods, teaching 
V re^oifrces, and their evaiiation should ^ conducted 
periodically for those in preventive medicine who 
regularly teac*h medical Students. Readings should 
be considered in conjunction with the use of other 
teadhimg resources. . / 

c, ^ATPM, in. formulating a system or evalua- 
tion qjf readings in preve'ntfve medicine, should draw 
uport the knowledge of those who have studied the 
reading^practlces of medical sti^denfe and physi- 
cians. ; ' • ' 

3. On the* assumption of logistical responsibilities: 

a. ^bliographjes of published teaching mate- 
rials used by departrtients of preventive medicine 
should* "be gathered via- a standard format (e.g., a 
structured 3 x 5 card) that would include a notation 
as to the item's subject area (as per lb above) and 

•the teaching objectives-which the item is found to 
^ fullfill. . * ^ 

b. After culling the references submitted, two 
files should be rnaTntained for each subj^raTCSfTJf'" 
-preventive medicine — one file to house reference 
cards;'vthe other to hold'the references themselves. ^ 
^he most suitable site for such a file would be 
within either tjie National Library of Medicine or 
tri<£gg^irty Int^^mational Cfenter itself. 

c: For each n\ajor 'subject area of preventive 
medicine,* an abbreviated .(basic} and an extended 
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(adv^ced) teaching bibtiography should be pub- 
lished and updated periodically f 

4. On reading performance: 

, a. ATPM and FIC should' encourage the 
Association of American Medical Colleges and the 
National Library of^ Medicine to engage ip an 
'extensive examination of the reading -skills and 
practices of medical students, hcuse- officers, and 
practitioners. In view of the vital nature of reading 
skills* it would seem worthwhile to undertake a 
controlled-trial of the value of teaching advanced 
reading skills Xo medical* students^ ^ 

b. ^n relation to., the teaching of preventive 
medicine and its literature, the reading and learning 
patterns of medical, students and house officers 
should be surveyed penodically. 
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^^EOPLE AS A RESOURCE FOR THE 
TEACHING OF PREVENTIVE AND 
COMMUNITY MEDICINE 



Herbert Lukashok 



THE REQUIREMENT OF A MULTIDISCIPLINE 
DEPARTMENT 

However the subject matter of preventive and 
community medicine, migbt be defir^d, probably all 
wilLagree that our concern is with the health 
problems of society and the^ means available for 
living them. All our program efforts are involved 
in teachingcr^with varying degrees of emphasis— the^ 

* social, ecofKMrilc, and political factors which affect 
health and.difcease in the indivfdual patient and the 
community. Within this t>road framework th^re 
exists a variety of curricula depending upon the. 
interests and eixperience bf faculty and the educa-' 
tional priorities of our respective medical schools: 
epidemiology, biostatistics, public health, the health 
care systepi, disea^ control, the relationship of 

• poverty to illness, social policy issues in health, 
environmental polluUon, forms of medical practice, 
"and so on, Each^'lts't would be' different, but certain^ 
subjects und0itbtedly wpyl^ recur wUh^great fre- 

^quency. ' 

FurtheriTtore, at Einstein, that\tore group of 
students whom we s^ on a more than casual- basis 
seem' increasingly to be -interestedlin careers in 
primary care or family practice in'^feJhe* ruraj. or 
urban setting. To us and to them^ this ihi plies 

• training and experience in the team practice of 
Nuedicine, and learriing-to work wldS othej; health 

professionals and .with consumer ^d community 
groups. ^ : , 

-Demonstrably, then, with such a bfoad and 
nSultifaceted curriculum, our d^rtmental faculties 
^ witt necessarily be multidisciplined and interjjrofes- 

• sioq^. They will contain a wide, spectrum of skills 
"and experience, traditional and innovative, with or 
without the usual academic credentials. _ 

This has been borne out by a retent survey 
reported by Myshall et aP. (/). Itt this study, 82 



.medical school^ departments of community medicine 
responded to a questionnaire' addressed to the 
matter of promotions of nonphysicjan faculty. Re- 
spondents from' 68 departments identified 35 disci- . 
plines other than medio^e represen^d on their 
faculties and algiost one-third reported ^0 or more 
disciplines. ^- • 

The following table, taken from the above study; 

TrfLE I . Disciplines Other than Medidiie^preseiitcd In 68 
V Departments of Communhy Medkine 



Discipline 



Departments Reporting 
Discipline 



No. 



•Pen 



cftff^e 



Behavioral sojence*** ' 50 

Administration and management'* 40 
'•Nursing'* ' ^ ' 37 

Biostatistics'' » , 37 

' 5oci^6*vr<^ " * 33 

Environmental health'* 30 

Basic medical sciences**** 29^ 

Economics* ' ^ ,25 

Health plannmg'* 23 

Health education'* 21 

C- .-Epidemiology'* 15 

Nutrition'* ' . t 14 
Engineen'ng* ' - 13 

Law*- ^ , 8 
Dentisuy* ' 6 

Computer technology*. ^ 4 

Physkal therapy*' 3 

Occupational therapy^ 2 

Architecture* - • 2 

Consumer*piVocacy*. 2 

D^mgg^if^y** 2 

Genetics* 2 

Pharmacy* * 2 

^ Speech therapy* 2^ 

Veterinary medicine' 2 

, Audiovisual technology* I 

Divinity* J I 

Entomology' 1 

Journalism'* ' ■* 1 

Optometry* I 

Physical education'* I 
Physician associate* ' I 

Physio*' • . I 

Radiolo^c tecjinology* 1 

Yoeational rehabilitation* I 



. Yoe; 



' 74 . 

59 
* 54 

54 

49 

44 

43 

37 ^ 

34 
31 

22 ' 

20 

1^ 

9 

i 
3 

3' 
3 
3 
3 

^ 
1.5 

I 5 

0. 

• J-5 
1.5 

I 5 

1.5 



■SociQlogy. anthropology, politica) scienoc, yid psychology. 
Anatomy, biochemistry, microbiology, physiology, pathol- 
ogy, and pharmacology. 
'Doctorate degree level. ^ 
'*Master's degree level. 

*Bachelor's degree leveMfer other (degrees in divinity, 
architecture, engineering, and law arc often considered equiva- 
lent to>he doctorate degree). 
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indicates the broad range <rf disciplines represented 
in departments pf community medicine (Table 1). 

The paramount goal is the mounting of a success- 
ful teaching program by drawing' upon the diverse 
personnel resources available within the department, 
the medical school, the university, and the commu-- 
nity. 



PATTERNS . 

Th^}e^are no^harcPand fast rules ^veming the 
loc^ijU-QL utculty appointments, pi verse patterns 
^xist. Traditionally, certain faculty, i.e.. epidemiolo- 
gisl, biostatistician, public health physician ^«have 
tj|^[r appointments within the department of- preven- 
tive arKl community medicine. Others on the above ' 
list might or mighV not have their ap^intment ' in 
this department. Frequently, in the case of social 
and behavioral scientists, the main appointment is in^ 
the basic discipline\in the urifversit/ with a joint 
appointment at the school of medicine. Joint ap- 
pointments are also common between the depart- 
ment of preventive and community medic^ine and 
other departments of the medical school itself. 

, While it is obviously desirable for our depart- 
ments to have a strong core of full-time, mn|tidiscip- 
lined faculty — realistically, key faculty frequently 
will be located outside of the medical school itself. 
The real tissue is to obtain the professional skills 
necessaryi for the teaching program, r^gardl^ss of 
'4be focus of individual faculty members. * 



APPOINTMENTS ANJ) PRQMtXTIONS 

ApijcJntments and profnotions in departments of > 
preventive and cgmmunity medicme ^represent a 
particularly complex and knotty problem .within the 
constraints that exist in the typical s^rhool of 
nredicine. 

Many of the activities of our departments and 
their faculties differ from traditional modes of 
academic functioning. While a Voipal departn^ent^s 
activities subsunje those areas gerierally acknowl- 
edged as within the academic scope (teaching, 
researcl^^ clinical treatment, scholarly activity, etc.). 
there are in addition major areas of functioning of 
mahy departmental facility which are difficult to 
assess by the standards and criteria generally ap- 



plied to the more conventional academic activities. 
Included in these wouM be commiinity s'ervice 
programs, administrative activities, program devel- 
j^pment ahd ini|pvation, and oi^ganizational activi- 
ties. 

In addition to deviation of these functions fironi 
the traditional activities of academic medicine, there 
is the fact that the population to which th^se* 
activities are addressed also differs from that associ- 
ated with usual and accepted academic work. While' 
students, colleagues, ^nd other scientists cfo form a 
sigruficant portion of the spectrum of those in the 
position to assess and relate to our activities, we 
also find ^ourselves dealing with individuals (both 
prt)fessional and nonprofessional) outside the cam- 
pus and even outside the academic and scientific 
communities. Many service projects require working 
with political, l^aJ, and administrative personnel 
.only tangentially related to academic'medicine. Yet 
ou,r success and failure in dealing with these 
individuals comprise an important benchmark of our 
accomplishment as professionals. ^ ^ 

This is^^tough-problem to resolve. A department 
should develop its owfi criteria of excellence within 
the framework of activities pe,culiar to it; for 
example, contribution to health services ^nd admin- 
istrative work — in addition to the more traditi6nal 
areas of effectiveness in teaching and research 
accomplishments.'»v\s an example of what might be 
'done in the health sciences area, policies developed 
in the University of North Ca/olina at Chapel Hill 
are included as an ^pendix to ^his paper. 

Once the departments deveiojj their own stand- 
ards for these newer categori^&^f activities, they 
will be in a much stronger potion vis-a-vis the 
appohrtments and promotions committee of the 
school. Realistically. ^ continuous and difTicult 
process of education and enlightenment will be 
necessary. 



APPOINTMENTS FROM THE COMNlUNFTY 

« 

A related issue is (he use in departmental teach- 
ing programs of ^ newer types of rhealth -personnel 
Such as family hoalth workers, community organiz- 
ers, and nonprofessional consumers of health care. 
At Einstein, in most instances, this group has 
supervised or worked with our students in assigned 
cpmmunj^ placements, though on occasion they 
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have aI.so participated in panel discussions atSi 
seminars. Faculty appointnitnts for them are partfe- 
ulaily difficult to arrange ' since often they do not 
V have Iraditional academic or professjnal creden- 

yWc hav^ found that community people bring to 
^^^/*-^tudents a direct practical and personal point of 
view and Experience. However, it is obvious that 
departments must strive for an appropriate balance 
between, on the 'one hand, the intellectua^ apd 
^ conceptual suppmt that students retjuire as provided 
by the more conventional academic faculty and, on 
the* other hand, the exp^ential perspective uniquely 
* furnished by the newer add less traditional health 
worker. 



CLINICAL FACULTY 



A word is necessary about the. need for depart- 
ments of preventive arfd community medicine "to 
utilize, on an interdepartmental and interdisciplinary 
basis, facultx-f^ra the clinical departments: We 
have found that a most, effective way of transmitting 
the principles and concepts of preventive and 

^community medicine lies within the framejwvork of a" 
clinical or patient care situation. This is just as true 
in working with first-year students who t^^ve no 
clinical training as it is with senior students who are 
already functioning as subintems. IrT^he former 
case, faculty froiw the (Apartment ^community 
medicirfe tollabo^t^ in supervision of students in, 

• for example, "foUowing a pregnancy with the obste- 
trfciari, pediatripLn,'and psychiatrist. In the latter 
instance, we participate with faculty from the 
departments of medicine and pediatrics in a primary 
care clerkship required ctf all senior students. 



STUDENTS 

Finally, a word about students — an essential but 
. ever-changing resource. A few years ago we seemed 
^to be. in constant confrontation with the radicles 
who represented a strong minority among the 
students at Einstein. Today mo5t students are apt to 
be placidly neutral in response to our teaching 
program. We are delighted, however, that each year 
there is a core of students who are interested* and 
CQUjmi^ted and for whom we are happy to initiate 
elective seminars and tutorials. These students are 
the ones who participate with us in the development 
of departmental teaching materials and Curriculum. 
Moreover, we have seen groups of students 
. jorg^nize on their own, with encouragement and 
some financial support from the department, special 
seminars with regular attendance of 15 or 20 
students andj^ulty. In brief,' a stroi^ case can be 
maJi^for/d!e concentration of faculty time and effort 
on thar^small but ever present group- of students 
who manifest an eariy interest and commitment to 
community medicine. It is unrealistic to expect 
broad and active response from aihe student body, 
given the competing educational priorities and goals 
that now obtain in most m^ical schools. Programs 
such as ours'cjan have significant general impact 
only in the context of radical cprriculum chan^ in 
the me^lical school as a whole. 
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APPENDIX A 



In the coui^ o'f workshop discussion of faculty 
appointment to a department df preventi^^ medi- 
cine, reference was made to the recent, effort of one 
university to speD out many crite?ia and considera- 
tions that appear to apply today. The committee 
Teporl. which was adopted as institudonal policy for 
^dl- appointments in the he^h sciences field, fol- 
lows. 

The University erf North Carottna at Chapel HiU' 

' Criteria of ^xceHence for Faculty Appointments 

and Promotions: Teaching%id Professional Service 
t 

OiitUiie . < ' 



Introduction *: , - 

Overall criteria for consid^tion 
Factors related to teaching excellence^ 
Evaluation of above 

Factors related to professionJd service j^xcellence 
Evaluatidrt of aboye ^ . ' 



In the outline which foUows. suggested criteria 
are presented, and relevant sources of information 
concerning thes3e criteria are noted. The criteria are 
not presented as final or definitive. They should be 
subjected, to a continuing process of Ireyiew and 
evaluation and altered ^s experience and future 
contingencies dictate. 

Overfill Criteria for C^onsideration 

Transcending* specific excelfbnces in teaching or 
professional 'practice are certaiif personal, attributes 
which merit consideration. These may include: 

InteUecnial integrity 

Pervading and continuous curiousity 

Imagination 



Introduction " ' - 

Vice-Chancellor Shcps assigned this Compiittej 
the responsibility for preparing criteria of teacl 
and professional service excellence for consid'eration 
* in. faculty appointments and promotion$. Criteria for 
research and schplarly excellence customarily have 
been explicitly^^uced 2^ thei;^^ is long experience ' 
.with their consideration. This'is not-tlie case for the 
other criteria which have been less systematically 
applied, and have often been implicitly considered, 
if at all. Their expBcit development does not detract 
from the importance of faculty research and scholar- 
ship. Rather, it is intended that they focus attention 
on the broj^fl range of fatuity activities and responsi-^ 
bilities to be considered, where 'relevant, atong ^^^h 
research and other scholariy actiyities: 



^Submined by B.uSsGrccnberg. Dean. School of JjUbhc 
Health for the HeaVh Sciences ^Advisory Committee on 
Appointments and Promotions - 



Logical rigor 
Conceptual cl£ 
Systematic ap 
Comi^unicalib 
Grasp* of alter 



roach \ . - 

H skillSverbal and written 
tivjs v^ .--^ 
Solid grounding in field, kept current 
Receptivity to new ideasor c^nge 
Critical capabilities 
Aniilytic capabilities , 
' Effective useoif literaUire and other resources . 
Jleliability and responsibility <^ 
'Scholarship and creativity ^ 
Ethical and coUes^ sensitivity 
Along Avith this solid base of personal attributes, 
specifi^ criteria concerning teaching and professional 
^service excellence should be investigatedg^ 

Factors Related to Teachuig Excettence ^ 

These may be grouped into four components: (I) 
degree of responsibility; (2) inhovationU3) eflfeetive- 
ness; and (4) impact upNop^udents. 

1. Degree of Responsibility 

Scope of teaching with regard to general assign- 
ments 

Essentiality of teaching duties whh regard to 
mission of<lepartn>ent, service, or school. 

Any excepwooal responsibilities *MndeFtaken, as- 
signed or voluntary • 

Size and level i?f teaching load.' 

2. Innovation 

^raproving teaching methods 
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^ Enlarging or improving course content 
Development of new courses or programs 

• Devising new teaching techniques or materials * 
Provision of newteaming experiences 
Educational research 

* Curriculum development or revision 
Contribution to educational theory 

' ' Spirit of inquiry suffuses teaching 

3. Effectiveness * 

Mastery of subject matter, ke|H current 
Mastery of interpretation 
Effective oraj an^ written communication 
^ Abi li ty to s ynthesize range of material 
Clear setting of goals and ^od progression 

toward them^ 
Links own work well to that of others and to iht^ 

field in generad 
Exceptional skills^: apiH'oach or content 

4. Impact upon Students 

Students interested and responsive ^ 
Number and quality of studenjts 
Students catalyzed to independent investigation 
'Professional careers of former students 
Constructive rcs^nses to students* ide^s and 
experiences 
^ Role as student advisor 
Imp£^ts upon student career choices 
Counseling with students 
Mutual, respect of teacher and students 

EvahutkNi of Teac^ Criteria 

Most information relevant to this Commift^ 
assignment notes the sources, rather than ^ detaits 
of evaluati(^n. There is fairly general agreement 
concerning sources which, indeed, come^close to 
being common sense. There is rather less agreencient 
on how the information secured from the sources 
should be handled. For some, the information is the 
basis of thoughtftil and careful value jud^nent. For ^ 
others, reliance is placed upon rating techniques. 
Our focus here- will t)e to note the sources of data 
rather than^to suggest how such data should be^ 
processed. It is left to others to decide whether to 
approach evaluation as a science or as an art. Some 
suggested sources:- 

Peers (colleagues) 

Students",. 



Administrajjve superiors {chairman,^_dean, course 
director) 

Supporting materials: syllabi, laboratory manuals, 

reports^ creative publications 
Self-evaluation: stating goals and reviewing per- 
formance' * . ^ ^ * . 
Development »of score sheets for course evalua- 
^ tion^ 

Factors Rdated to Professional Service Excefieiice 

New programs in health sciences have brought 
new kinds of occupations and professions jntp the 
teaching setting. Often they do not satisfy the 
customary criteria for academic appointments and 
promotions. The case is the same in health cane 
activities, which more and more spill over tbf 
customary .clinical settings into unaccustomed com- 
munity settings. To meet the entailed problems new 
criteria of achievement and competenqe must be 
sought. 

In reviewit^g professional service excellence cer- 
tain general consijferations prevail; there are others 
specific to the settings ^crf" practice. Further^ two 
types of professional service excellence may 1>e 
^considered: one involves the practice of intrinsic 
^ofessional skills, the other concerns a broader . 
variety of service^ whiSh professionals may be 
called upon to perform. These will be listed here as 
primary and related professional servfccs.» 

Primary Pi^esskmal Service Criteria 

Form and setting of servic^ (patient care, pro- ' 
- gram, clinic or community; treatment, consulta- 
tion) 

Time spent in practice and load carri^ 
Relationship' of professional activities to teaching 
and research 

Relationships goals of department, service/ 
program, or school 

Degree of essentially, re: t^hing program, pa- 
tient service; spiecial program; special knowK 
edge or skills . - ^ 

'Ratio of assigned' to voluntary^activity • , 

Specif competencies or skill$^iTc:"diMJasc proc- 
e9»T :.diagnosis, therapeutic procedures, modali- 
ties of care, programming of service, clinical 
teaching or research 

Degree of innovation in activities: treatment. 
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clinical teaching or research, community pro-"- 
gramming ^ ' , 

Growth in professional competence and recogni- , 
tion (added clinical responsibilities, more de-'^ 
manding assignments, puljjications, associational 
memberships, professional memberships, mem- 
bership on review boards, site visits, consulta- 
tions, prizes or awards, special leaves, special * 
training). * " 

Crtteiia Specific to Setting-of Practice 

The changing^modes of hdfcth care practice entail 
certain-difficulties for the ^jromotional review proc- 
ess. Established criteriajrequently prove inadequate 
or irrelevant in evaluating new types of profession- 
als or new forms of professional activity. There 
must be constant alertness to the nefed for varying 
criteri|i and broadening their scope. They are, of 
course, ^h'eady broad and varied. 

In settings of direct patient care, for example, 
abilities such as differential diagnosisxand patient 
management may be of central concern.. Personal i 
relation abilities may be of focal interest. In the 
development of care ^programs, other kinds of 
consideration emerge: the contribution to initiation, 
modification, or operation. Here organizational 
ideas' may prevail. Where prt)grams ^re established, 
outsid^s.-^: academic setting- still other forms of 
consideraooh prevail: leadership and organizing ta- 
xabilities, ability to work with and coordinate 
diverse lay and professional groups of people with 
varying (often conflicting) interests. Here the under- 
standing of community processes may be of central 
* importance. 

The field of health care has grown so complex 
that this range of considerations no longer distin- 
guishef aitiongihe_professional schools but is share^d 
by all. 



Relirted Professional Service Criterki 

The' increasing complexity of the univer%ity has 
multiplied the opportunities ^aAd demands for serv- 
ices of many kinds by members of the faculty. Such 
services often consume a considerable portion of an 
individual's professional activities. Indeed- for 
^many, in terms of responsibility and time required, 
they may become the primary activity. Where such 



services are important and necessary they should 
explicitly be considered as a performance criterion. 
' Related professional service activities may take 
place ijj^a variSl^ of settings and at various levels. 
For example: 
Servke to the profession: participation in profes- 
sional society;activities,-including holdng office, 
s.administrairve''tJisks, or special committee work;^ 
editorial, work or joOrhal management; oiganiz- 
ing programs and" me^rigs; .sp^^ial assignment 
to professionally sponsored studies or task 
forces; ^assignments to special investigative com; 
mittees;. membership on licensure, certification, 
or specialty boards; participation in continuing 
education; service on national or interaationaJ 
professional committees or commissions. 
Community services; consultation and guidance to 
community health projfects (^nig abuse preven- 
' tion, public education, etc.j; participation in 
health cafe planning programs; service with- 
organized programs such as K^onal Medical , 
Program, Office of Community Health Services, 
* Comprehensive Health Planning, etc. ; wofrk on 
. special programs to meet community needs; 
preparation* of mkerial assayin^j community 
needs and resources; outreach clinic activities; 
service on community boards; service or consuU 
tation on national or interrsational health pro- 
jcctsrivork with governmental agencies; partici- 
pation in extracurricular^tivities of school or 
university. 

Adrninhtrative services: appointments to office (aL_ 
the -level of department, school, diyision, or 
university, often may.be the primar>^ activity); - 
committee or boafd assignments (also at the 
several levels); special assignments (search com- 
mittees; course, program, or facility planning 
groups). * ' ^ 

Evahiatkm of professional Sfervfce Criteria 

Here, again,, the source^ of information are 
legion. The ways in which the information is 
arrayed and weighted ^are matters for continuing 
exploration. Among suggested sources are: 

Publications (including preparation of teaching 
material)^ 

Colleagues (including those ^yho share the work. 

setting) 
Students 
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Patients /' \ 

Administrative heads (chairmen, deans, program 

directors, iribninistrators) ' 
Community agency staff 
Samptir^ of patient records ' 
House Staff 

Medical records committee 
Nflrses - , 
. Social workers 
Outside referees 

Program plans, summaries, progress reports ^ 
Candi^e'^s self-review ♦ 
-Evidefle of increased, professional, skill, responsi- 
bility, and * recognition (see above, Prirhary 
Pf-crfessional Service Criteiia) 
* Qwisiderations of professional service excellence 
should include the need and demand for si^h 
service, whether the activity is assigned^ or volun- 
tary; its importance in meeting school of departmen- 
tal goals; qualities of innovation or leadershii5 m 



performing such activities ;^the degree df responsibih 
ity involved; time required and duration .of the 
jfetivity; the quality of perf6rm^nce'1[efrort* required 
and contribution -made); the range and number of 
such activities; and the contribution to professional 
growth. * . , , . 

Prepared by (he Health Sciences Advis- 
ory Committee on Appointments and 
Promotions: 

Bennie Barker 
^ it William B. BtVTHE • ^ 
Gerald Cathey 
Lucy Conant 
William E. Easterling 
Charles Hj\rper * ' 
Lyle Jones 

^ LERdY D.tWERLEY 

» Harvey L. Smith, Chairman 

' ^ September fpi^ , sf 
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CHMRMAN*S REPORT OF 
CONFERENCE ON RESIDENCY 
TRAININGW-PREVENTIVE 
MEDICIN^ > 




Joseph Stokes, III 



ItACKGROUND OF THE CONFERENCE 

' ♦ " • 

>^The last decade has been a period of unusual ^ 
' fOTRent in the field of community, preventive, and 
^ial /medicine. The reasons for this are complex 
1but stem principally from a wave of social concern 
^ t^i unlike the public health movement of the. 1920s, 
^is concern ^s based not -onty on increasing public 
professional awareness of the health care needs 
1:Kfp underserved groups, and the inequitable <iistribu- 
tiofi of health services, but also on the rising costs 
^pd inefiBci&tKies of the heakh care system. Shifting 
^orities are also involved, such as the dispropor- 
tionate allocation of resources between the * 'disease 
cStc systen%'* {i.e., that system which responds to 
the needs of p^tiei^its after symptorpatic disease 
d(gfVek>psL^d the ^'health -care system'' (l^.e./6ne 
ttett incli^nl a focus on the maintenance of h^^th* 
a^ij the prevention of disease). , , 

.'This ferment has strongly inflijenced both depart- 
ments of preventive and community medicine in 
medical schools and sc.hools of pubjic health. It has 
also influenced the profeisiQnal organizations that 
represent them, in particular, the" Association of 
Teachers of Preventive Medicine (ATPM). In 1970, 
that association began to reorganizer'its programs so . 
^ to better address certain policy issues and to help' . 
provide leadership for certain professional ^aspects of 
this generally* amdJpho^s social movement. ^There- 
foit, in June 1971, tbe Executive Cdmmittee of the 
association began^o draft guicjelines tof assist the 
development of departments in medical schools in 
^ .the United States. What was envisioned originally 
w^ a * Moose-leaf notebook" of the "state of the 
art*' which would'also be of use to those- responsi- 
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ble for the planning, devetapme^L^..^ management 
of such departments in both new land established 
medical schools. The initiaJ guidelines were not 
based upon substantial new data nor 4id they 
represent a systematic sampling or opiiilbif from- 
experts in the field. To a degree, they represented a 
synthesis, of periodib reports that rrflect the evolu- 
tion of thinking in the field^(f-7). Ai^ong the most 
important issues identified was that of,resfdency 
training which was judged .to be of such high 
priority that a workshop conference was organized 
and convened at the AsilomSu" Conference Grounds 
February 12-13, 1972. In all, 60 faculty and othen 
health professionals^ attended (see ftirticipants, p. 
ix). 

Although this* conference was convened prior to 
the association between the*ATPM and the Fogarty 
International Center of the National Institutes of 
Health, it was judged, in retrospect, ^t the jQ^port 
'of this conference should be published aloitg witho 
reports of other con^qnCes* supported by the 
Fpgarty Center. 

FORM OF THE CONFERENCE 

The conference convened on the evening of 
Saturday, February 12, with a keynote talk by Kurt 
W. Deuschte, M)D., Lavanbur^ Professor and 
Ctiairman of the Department of Community^ Medi- 
cine at Mount Sinai School of Medicine. His 
presentation was based upon^ data which he and E)is 
y^lfred Miller had summarized in a ^ paper entitled 
*'Objective^ of Graduate (Residency) Train^ing in 
Community, Preventive,. and Social Medicine/' On : 
the following mortiing, the conferees partigpated in , 
small works|iop groups, each considering one or 

anotheraspfct o? re^dency training. \ 

/' - * 

HISTORY ANO GROWTH OF RESIDENCY 
PROCRA!^ IN GENERAL PREVENTIVE 
MEDICINE AND PUBLIC HEALTH 

The origins of residency -training in preventive 
and community medictne are we^summarized in 
the following excerpt from the WiAr 19^1 issue of 
the Newsletter ^of the Association%f Teachers of 
Preventive Medicine: 

In 1949 an American Board of Preventive 
Medicine and Public Health was established to 
certify properly qualified scientists in public 
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health. Jn 1952 the name was shortened ta 'the 
^American Board of preventive Medicir^ m order 
to plafe the nffiliated^ specialties of aviation 
medicine xinfi cifcupatiorial medicine under a 
pment b^ard. The ^ect ofaddiAg these specialty. ' 
sectiom^'as tp make p(im^\liealth a section and ^ 
in tiineyhis became moce an^^^^re^ihe eqiiiva- 
lent ^f public health pftictice.A^ coincidental • 
problem wa^ that all boards tnujt^ reqmre yesi- 
dency tmining and the^ date beyond which all 
public health tandidtites must have Jtad, residency 
training had been s^t at July I.J959. Further, the ' 
resideufgies pvailable in public-health j^ere inevita- 
bly developed around official departments of 
pubfir health. \ 

i^ This situation did%jot meet the needs of many 
persons involved in teaching careers in preventive, 
medicine, in research, in biology, in maternal and 
ch^d health, in epidemiology, in adrninistrative 
'medicine Tond in other special fietds )yf preventive 
medicine. Avcoriiingty, ^hej Board ^novef ta find 
ways of estgblijhing. eligibility for broader certifi- 
cation ^and decided upon certification in^gener^l 
preventive medicine pr^preventive medicine with- 
out designation of specialty*. Dr. Rodney Beard 
waj ^chairman of ^e ad hoc ^'committee jhat 
studied eligibility requirejnents and recommended 
thf board outlines* of certification urtisUr th€ 



Board together^ with the essentials of resu 
• \ programs in prei^entive medicine without designa- 
0 \tion of a speciaifyfi^d:^ V , \. 

- 1 Resideney* program^ in general fpreventive medi- 
/ginc had their origin in 1%0-61. Two programs 

* weri approved cjuring^that year^ Ovfer thci next 5 
.years, the number had grown to only eight approved 

, ' programs pSerii^ a t<5tal of 55 positions, cf whic]^ 
38 (To percent) were filled. Yhe following year there^^ 

* was a **gr6wth spurt" to 14, and by 1970-71 the 
*nOmber of approved proferams ^ad grown to 23 

offering a to^ of 248 positions although only 103 
(42 pcnpent)* were Oiled. / 4 

/"^^f^nihsix when general preventive medicine 
residencies' vv^e, first approved in 1960-41, t^re 
werV 22 s^provjcj^ Residency- programs jn* public 
. health* offerini aaotal of 104 positions of which 63 
(60!percent)t were fifled. Hfl>j^ever, over the next 10 
. years, ^s number fluctuateid so that by 1970-71 a 

?:t' iilcrease of only ^en pfograms Jtook place, 
hcse iCftered i;?2 positions rof which 39 (5Z 
percenthjvere filled;^ 



, In general, most residencies in generah preventive 
medicine aim to train individuals for academic 
careers in medical school and schools of public 
health. By*contrast, the'prim^ purpose of residen- 
cies in'publ^Miealth is to provide ^taff for state and^ 
Idcah health dep^ments.'Both program^alse con- 
tribute to the pool of physician admihislrAlors in 
the DeparlWlent of Health, Educatioa, and Welfare 
and other^edbral liealth a^enciesT *^ 
In November 1967; the National Advisoryjfeonv 
missiorf on Health Manpower was able to identify 
4,933 physicians listing themselves as specialists ii\ 
preventive meditine* However, of this number, 
mos^BV^). listed their primary focus as occupa-' 
tional niedicine; 1,619 identified themselves as en- 
gaged in puttie lieahh; and' 941 were listed in 
general preventive medicine. The remainder <659), 
tisted^their specialty as aerospace medicine. 

Of the 941 listing themselves in general ppe ventre 
medicine, 358 (38 percent) were employed in health 
departments ^d 204^2 perC:ent) were employed by 
either the, U.S. Public Health Service, the Armed'' 
Forces, the Veterans Administration, or some' other 
federal health agency. Therefore* despite the aim to 
train physicians ibr academic, careers, only 436 (14 
percenp were actuaUy employed by fnedica^ schools 
^nd another 72 (8 percent) by other education 
institutiprfsTlVfi additional 96 (10 percent) were 
toyed by industry (including . pharmaceutical 
houses),' 55 (6 peraent) 'Were fiiU-itime in' nonfederal 
hospit^s, and the npmaining 20 p percent).in other 
roles in the private sector (Appendix A). 



JHE JOB 



<job market for graduates of residency pro- 
is. in botfi-general preventive medicine and 
pilbfic health Is bf^rd to estimate. One cannot^ 
ac^l^tely estimat^4he. number of unfilled faculty 
posi^ons from 6ximng Sources of data. However, 
tHj^X established departments have been undergoing 
(Acpansion, and new oepa^meots are in the process 
-of development. Thye academic needi include the 
methodol(^c* di$cjwnes (e.g., biost^istics, e]pide- 
mi«ilogy), and the disciplines asi^iated with epide- ' 
miolo|y in view-of me problems of t^ system and 
the likelihood j6( pas^g^ of national health insur- 
ance legislation "within m next few yea 

^§^imirarly,t on^can an&^| gtc. in are^d needs for 
per^cmnel alt tte fe^feral , state ^'kn^ lofcrtevels. 
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Programs of the federal, government are expanding 
rapidly; and they incluche increasing regionalizatibn 
eS Effort. QuasigovenAnental agencies, such as 
•^TegKMilOealth planning organizations, are cuijently 
seekingVieaith care managers to help meet their new 
and^chaflengirig responsibilities 



public health included training and experience in 
medical ca|je and health services administration 
while also providing some ^emphasis in epidemiol- 
ogy. The three remaining programs (two military 
and one health department) were exclusively epide- 
miologic in their Cocus. Therefore, only 7 programs 



Finally, the d^elopment of pi^&paid group prac- out of 23 specifically fodied on either medical care 




tices, sucA ai^ Kaiser-Permapente and tHe Health « 
Insurance Program of (^ater New' York, has 
created a demand for/siph trainees within the 
private sector. This/will increase as a re^lt of 
passage of Heai^i ^Maintenance Organization legisla- 
tion. Continued^owth of voluntary health agencies 
such as the/Ameritfn Cancer Society and the 
American Heart Association can also Jbe expected 
to increase the nuniber^of jobs in this sector. 
T!^r]dore, it is reasonable to assume that there is a 
ng job^'^market. I( formal trainii^ program^ do 
respq^f to this increasing rieed, these various^ 
demanding roles will continue to be filled h^ 
individuals trained by experience in th^ "school ot 
hard knocks'* as has happened in the past. 

Ifi 1%7, of a total of 302,504 pr^ticing ^hysici^ns . 
in the United<States, only«4;933 (K6 percent^ were 
in the fteld of preventive medicine and public 
<, health, arKLonly 941 (0.3 percent) were listed under 
general preventive 'medicine. CJeariy, this suggests 
^ that the dearth of highly trained medical care 
managers reprcsents^ne "of the niost critical short- 
ages of .skilled personnel withinUl)e^ealth care 
system. Admittedly, more defmitive dataware 
needed. . ' 

Therefbce, the CQnfere<%e recommefided that a ' 
systematic survey hsBoertaken periodically to 
lietermine the numbS^^jfr unfilled positions within 
• academic medicine, government, and the private . 
sector so that the job market can b^stimated^with 
more precision. , . ^ 

^ ^ ^ • ' - . i 

THE CONTEXT OF RESffiENCY TRAININ(3 

Of die 23 approved residenc^^rograms in general 
'•previVitivd i^dicijie iri* 1571-72, II were based in 
schools of medicine,. 9 in s)^hoo)%pf pUblic health, 2 
were with the ipilitary, ai^d I v^as in a« health 
department (Appendix A).- The focus in most medi- 
cal* sch(k)l residency programs has bee^ primarily * 
upon epidemiotogy, anjjjiri dffly two prog/ants was 
medkal care of health^ ^rvices administration speci- 
fically^ listed.. In tontrast, five of the nine schools of 
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or health services ^uirfiinistration. 

Although detail^ data on public health residency , 
prc^rams were not available to the conference, it is 
reasonable to assume that the emphasis in such 
training programs represents a balanced spectrum of 
the classical djscipUnes of public health including 
health .services aoministration. ^ 

• ^ 

THE APPUCANT POOL % 

Since the fmnfiary concern of the conference was 
on the training of a highly sophisticated ^alth,<:are 
manager, it was als6 assumed that the'an>licants 
wpuld come either Ifrom medicin#tn' fi'om manage- 
.rnent. Therefore, applicants sjiould be sought not 
only in medical schools and schools of public health' 
but also in scho^'^of business aiKl public adminis- 
tration. Accordingly,- it was Assumed that other 
university departments that offef training in opera- 
tions i:esearch, systems- an^ysis, systems engineer- 
ing, and information sciences would contribute to 
the training of residents as well as the production of 
graduate students. Since behavioral sci^rice depart- 
ments are now in^eractiiig morj^ regularly w^ 
departments of preventive ai^ community niedicine, 
they too shoukl be considered as potential sites for 
^aid in training residents. Finally, undergraduate 
rhedical students interested irf the discipliiie should 
be offered specialized opportifnities to decide upon 
epidemiology and health care as a Career choice. 

It was also agreed that selected rnedical students 
with pai^cular aptitude arid specialized motivation 
should be recruited into programs where an all- 
elective fourth year permits participation, in a formid 
master*s degree program in the school of publk: 
health. Finally, it was recognized lhat cert^n^ph^si- 
c^s will ji^t to ent^r^medic^H. practice Yof a* 
pS\oA and subsequently turn to preventive medicine 
through one 'of these training programs. . However, 
public health is seen as already too depert^^nt upon ' 
such physicians and th^ recruitihent focus should 
shift to rnedical. students when they make ^heir 
initial career choice. Moreover, it was recj^^ni^d 
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that certain Anierican specialty boards lermit up to 
a year of trainiog in a related field, ^d, clearly, a 
year of community and preventive -rtiedicine would 
seem to qu;iftfy in the case/of primary care 
specialti^sT - / 

Thefgeneral feeling preyailed that there may 
already be too many approved residency programs 
in general preventive mjeaiciiie and that the empha- 
sis during the next t^n years should, be on the 
Tx>nsolidation of existing programs including closer 
Cooperation* (if not integration) between schools of 
medicine and schools of public health. In his 
keynote address. Dr. Deuschle particularly stressed 
this point. It wiIb generally ^reed that il^^ unwise 
to^ have residency training programs in general 
preventive medicine within operating state or local 
health departments. However, such departments 
could well serve as very effective locations for 
"placement in field work during the latter part of 
residency training, particularly for those residents*' 
planning to enter governmental service. 

Finally* there was a clear consensus that closer 
cooperation between clinical medicine" and public 
health is needed and that tfi^ ATPM should spoosor 
a workshop to explore the vanouis means of seeking 
this. - * ^ . • 



CURRICULUM 

Graduate training should he at least 3 years in 
' duration, although it mi^ht be shortened for those 
already trained in a relafbd discipline. It is possible ' 
that some time might be saved by formally, integrat- 
^mg such residencies with preparatory training pro- 
grams ^i.e*., combined .M.D. — residency traming)""- 
although the trend is currently in tlrt oppo^/lte 
diuection. 'There' was also ^agreemenf that the first 
^ residency year should be more academic than 
' experiential and ^more basic than applied. In se- 
lected, highly organized jtraining programs, confer- 
ment ,of an af^propriate master's degree may be 
justified at the end of the first x^ar. The final 2 
^year^ should then focus on project work either in 
academic or field settings leading to fulfillment of 
thfe general preventive medicim^quiitments of the 
^American Board of PreventivelH^icine. In addi- 
tion, jt woyld then be possible for^the trainee 
extend his program' so as to gain a decorate either 
^ in public health (Dr.PH) op a Ph.D. Thus, several 
master's and terminal degree programs would be 



possible. It was also suggested, that sharp division 
between the didactic and practical training be 
avoided, and that the residents should be engaged m 
some field or project experience during the first 
year. Formal seminars, other project work, and 
other structured teaching could continue througljout 
the second and third years of field study as well. 

Some coi*9€1isus evolved regiarding a <:urriculum 
containing three tracks, each pointing toward one of 
the principal job markets. The first track v/ipuld be 
acadeijiic and aimed at attracting those interested in 
workfhg in epidemiology or in health services 
research within medical schools ^r schools of public 
health. The^ second track would be. directed towar3d 
governmental seryice ^d '^ould encourag^^ field 
work and exchange arrangements between either 'the 
Dep«ment of IJealth, Education, and Welfare and 
its various programs, or ^fate andjocal l\palth 
departments and health planning orgartitttions. The 
final track would prepare residents for the particular 
problems of the private sector by training sophisti- 
cated health care managers for health maintenance 
organizations. Voluntary health agencies, and indus- 
trial medical administration. 

In summary* within any curriculum proposed, 
there is the need of enough program 'structure to 
give security to applicants and to those providing 
the Kesources while retaining sufficient flexibility to 
meet the wide variety of needs of both the applicaot 
pool and ,the job market. Evolution toward fewer 
.programs, each with a larger number of trainees, 
se^ms desirable. The present emphasis on training 
invbiostatistics and epidemiology should continue as 
theVe^s urgent need to apply these methods to the 
design, management, and evaluation of healjth care 
systems. ^Pfenatidn sciences, operations research, 
systems engineering, and the social and behavioral 
sciences will and should find increasing appreciation 
within health services and administration. 



BIBUOGRAPHY 



1 Clark. KG 1953 Preventive' medicine m medical schools 
' Reppft of Colorado Spnng^.ConfcrcDce. November. J Med 

Educ 28 October. Part 2 

2 Tage(. M. TF Sellbrs. Jr. atid pS Martin 1964 Teaching of 
infectious disease. Proceedings Vjf the/ National Conference 
on the Teaching of Infectious Disease m US Medical^ 



ERIC 



Report of Conference on Residency T rainUig/}!! 



Schools, Atlanta,, (jcorgia,^ March 11-13, 1963. J Med Edua 
35^: September, Pan 2. 

3. Shdl>ard. WP, and JG Roney. Jr 1964. The teaching 9Sf 
pi^ventive mlUibme in the- United States. Milbank Mem 
Fund 42; October. Part 2 < ^ 

4. Makovci,' HB 1%^. Preventive medicine in the Amencan 
mfcdical school ln*Medical Schools and Teaching Hospit 
tals: Curriculum, Programming and Planning Ann NY 
Acad Sci 12^:608-611, Art 2, 

5. Bakst, HJ !%5 Research, graduate education, and post- 
" doctoral training, in departments of preventive medicine. 

Keport of the Conference of the Association of Teachers of 



, , Preventive Medicine, Saratoga Springs, New York, June 
l<i-14, 1963. J Med Educ 40: October, Part 2. 

6. Deuschle, K>V, HS Fulmen MJ McNamara, a^d JW Tapp. 
. Jr 1966 The Kentucky experiment in community medicine 

* Miibank Mem Fund 44;^22, January, Part J, 

7. W^einerman, ER 1970. The response of the university 
, mtdical center to social d^dnds. in The Medical School 

Curriculum. J Med EdUc 45;69^78, Part 2, NTc^ember. 

8. Executive Committee of the Association of Teachers of 
Preventive Medicine 1971. Guidelines for the Development 

• of Departments of Preventive, Social and Community 
Medicine and Public Health in Medical Schools in the 
United States^and Canada, June 



1 





OBJECTIVES OF GRADUATE 
" (RESIDENCY) TRAINING IN 
. COMMUNITY, PREVENTIVE, AND 
SOCIAL MEDICINE: THE HMT TEN 
YEARS ^ \ 



Kurt DeuscMe and Alfred Miller 



The last 10 years have seen' a substantial growth' 
in residency training in general preventive niedicine. 
In the l%f-62 academic year,'' there were three 
programs offering 20 positions, of which three (15 
percent) were filled. In. 1970-7! there were 23* 
programs (rffering 248 positions, of which 103 (42 
percent) were filled. Based on this trend, Ellingson, 
^ reviewing .the progress of the two decades since 
tne founding of the American Board of Preventive 
^ Medicine, was able to say three, years ago that the' 
"talent gap''; of academic teftchers and researchers 
in preventive' medicine was well on its way^o bei^ig 
closed (Tabled) U). * ' 

^^tu a year later Hayman and' Comely, reviewing 
thc^ status of public health* an*T)reventive medicine 
residdhcie^ m the country, concluded: **Th^ nation 
is now producing* one trained specialist for each 
seven miljjon Jiersons. In ten years, by a, major 
:ePbrt, this ratio could be reduced to one for every 



3,500,000/ In our opinion, thdre, is a rock bottom 
need for one trained public, health ^ministrator for 
each 250,000, which will never be met by -any 
extension of the present system/' (2). These widely 
divergent statements by ^llingson t)n the one hand 
ando Hayman and Corfiely on the other are not 
really in Conflict. In fact, the confusion clears a bk 
whert training objectifies are stated explicitly. Dr. 
Ellingson is concerned with teaching and research; 
Drs. Hayman and Comely are referring tQ service. 
, These go^s are, of course, closely related, but it is 
necessary to clarify the objective* and methods of 
different typ^s of residency programs. Before we 
can realistically evaluate the future status of resi- 
dency training in this country, *we* must sqiiaiel> 
face these divergent goals. We must, therefore/ 
consider' public health residencies briefly as a back- 
ground for understanding the situation in general 
preventive medicjne. ^ 

PtJBLIC HEALTH R£Sira:NCIES 

Residency training in public health has been and 
remains centered in departments of healll] and in the 
armed forces. In 1968, 14 of the 24* program's had 
formal affiliations with a school of medicine or 
public health, but none was operated by a medical, 
school (Table 2). (An exception is the new Univer^^ 
sity of Washington School of Public Health pro- 
gram.) All residencies entail 2 years of field experi- 
ence; and the completibn of board qualification is 
met by an academic year at a school of public 
heakh where; an MPH or MS degree is^obtained 



TABLE t. Growth of RcsMcncies In General Preventive Medtdne' 
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2 




' -J - 








3 
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*I5 






6 
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47 
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1964-65 
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. l%7-68 
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1^68-69 
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206 ^ 
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1970-71 


23 


248 , 


,103 


42 


10 



SOURCE: AMA Council on Medical Education. 'Residency Training ' JAMA, Education Issues/ !960>I97L 
* No data available frohi AM A- Council on Medical E^ucatioit foe ]%9-70. 
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citfer before the field experience or between the- most, obtained. an MPH. The shortage of this 
first and second years. The goal is primarily to train specialized "health manpower persists despite the 
puWfc health adn^pistrators and practitioner* fo< i steady increase in the past 10 years with 821 



carrying outnhe work'^of health departments. Resi- 
dency training in public health got uncler way very 
$0on after thp b6sj^ was established m 1949. 13 
i^tigrems being set up almost irfimediately By 
1960-^1 there wer6 22 pr(^^s offering a total of 
104 positions with 63 positions filled. This was an . 
^♦*i^aB-time high. Since then, the number of physicians 
b trairang has oscillated between 29 (1968) and 60 
<(1%7) with a mean of about 45. However, the 
number of positions offered rose steadily until 1%7, 
at which point 158 positions were available, and 
tben^dron'ed off sharply to a low of 100 in 1969. In 
t^ last 2 years the number of positions offered has 
be^ to rise again {4). 

This level cS enrollment in public health residency 
programs falls far below the Hayman and C^fiiely 
petition required to supply the nation*s need for 
fiiBy trained public health practitioners est/nWted to 
be in the order of I per 250,000 population (5). This 
underenrollmenl is compounded even f^^rther by the 
fact that over 65 percent of trainees drop out after 
the second year, over 50 percent of these in order 
to enter the amnied forces or regular public health 
cmploynDent. (Another 20 percent transfer to other 
kinds of residency programs.) (0). Cleariy, most of 
* the demand for public health physicians i&^ met not 
\ by residency training, but by physicians who, at 



master* s degrees in pubfic health or hygiei^ and 62 
doctorates being awarded by schools of public 
health in 19^, and 1,3^ master s and 148 doctorates 
in 1970 (7)^ Of these, ^ estimated 25 percent erf the 
1,392 Were physicians.. This still does not meet- the 
recommended requirements for trailed public health 
manpower, I>rs. IJayman and Comely may* well 
have a point when they suggest that nonclinical 
tasks in public health must be taken over by 
nonmedical administrators, - 

Yet, even if publk: f^th manpower .is stretched 
by the use of nonphysicians, the number of physi- 
cians being trained as publk health administrators^ 
may be seriously inadequate. With only 50 percent 
of the available residenc^positions filled, a major 
problem is recruitment, hire the difficulties are 
ctose enot^ to those of general preventive medi- 
cine that it will be helpful to discuss them together. 
Table 3^presgr^s the total number of physicians who 
are officially listed as specialists in the preventive 
medicine-puWk: health field. Of the, 4,933 physicians 
in this AMA category, public health an4 occupa- 
tional nrtedicine ^are almost double in number com- 
pared with general preventive medicine. Indeed, of 
the nation's 302,540 doctore only 2 perc^ent are 
included in the general field of public health and 
preventive medicine, ^ 



TABLtE 2. Growth of Residencies in Pubtic Hcmlth' * 
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1963-64 
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, Number of 
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Percenta^t Filled 
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60 


38 




27 


y 118 


. 29 


25 


3 


24 


100 , 


40 


40 


35 


2i,-" 


122 


58 * 


52 \ . 


» 6 



' %SOURCE: AMA Council on Medicafllducation. ' Residency Tr^nmg/' JAMA, £ducation Issues. 1960-71. 
*'No dau available from AMA CouncU oiH^tdical Education for 1969^^ . 
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TABLE 3. IMHiNttfam oT l^ysktans LbtiBf Themseiv^ 



Specialty of Medical Activity: 



Direct Patient Care 



Non Pnvate Active Medical Trains or 



Pnvale Practice 


Practice 


Related 


Fellow 

m 


Total 


0 


^ 662 


278 


1 


941 


^ 0 


1.256 , 


361 


2 ' 


1,619 


388 


1.175 


!50 ' 


*I 


1.714 


45 


454 


160 


0 


659 








1 


4,933 



Genent^Preventive Medktne 
JPUblic^ Healtir 
bcoupatkmal MediciM 
Aerospace Medicine 



4 


Full-time 
Specialty 
Practice 


Residents 


Other Full-time' 
Staff m Hospital 


Full-time 
Faculty 


Administration 


Research 


Total 




GPM 


408 ' 


38 


144 


171 


140 


40 


941 




PH 


KOll 


33 


157 


' 114 


248 


56 


1^19 




OM. 


1.43^ 


16 


'93 


39^ 


102 


i\ 


1,714 




AM 


75 


79 


346 


6 


93 


60 


' 659 






^ 












4.933 





- institu- 
V Self Em- non Re- 



Eoiica;^ 
Medical tional In- Armed 



Industrial 
Non and Phar- Other 
Federal maceuti- Federal 





ployed 


search 


Climc 


School 


s|itutions 


Forces 


USPHS 


H.D 


V A. 


Hospital 


cal 


A|cn< 


GPM . 


1 


II . 




136 


72 ♦ 


68 


84 


358 


19 


55 


96 


33 


PH 


0 


10 


•4 . 


93 • 


,72 


18 


191 


.110 


.8 


59, 


26 


28 


OM ^ 


352 


I'l 


45 


33 


12 


47 




58 


10 


27 


1.013 


65 


AM 


43 


9 


2^ 


. ' 9- 


. 2 


4W 




3^ 


4 


. 20 


47 


. • 26 



• SOURCE: Report of National Advisory Commission on Health Manpower. November. 1%7 
tot^ of 302,540 physicians listed in'th^ US) 



[As of this report there were a 



PREVENTIVE MEDICCVfE AND COMMUNITY 
MEIMCINE RESDENCffiS ^ ' 

The subspecialty board in general preventive 
medicme was established in I960 to assure the 
training of academic and research specialists in the 
field pf preventive medicine. -The residency pro- 
grams that have grown out of this mandate reflect 
this goal with 20*out of ^he 23 programs located in 
schools erf" fnedicine or public health. (Two are with 
the armed forces and one with the New York State 
Department of Health.) There are greater differ- 
ences in the way the .academic training mandate is 
interpreted' {han is the case with the service mai^^ 
date in the public health residencies. All academic 
programs consider their goal to be a mixture of 
preparation for service work (in a health department 
or nfiedkial administration) afkd academic posts (in- 
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volving teaching and research). Moreover, the area 
in which the field experience is carried out varies 
considerably. 

in couespondence with the American Board of 
, Preven^ Medicine (January 1 1 , 1972), each of a 
haphaz£U^ sample of 40 persons recently declared 
^eligible for |he' cjertifying examination in general 
preventive medicine had had an MPH or academic 
year. However, the offe?r portion of their training 
was quite varied: aboiit 50 percent had the straight 
2-year residency programs in GPM (General. Pre- 
ventive Medicinc);|25 percent had^ I ^ycar of GPM 
witK substitution of other clinical training or prac- 
tice; and 25 perc^t^]^ the 'academic year but no 
formal GPM re^dency. In tWi latter category, they 
substituted either 5 years of suitably practice or a 
clinical year with 3 years of ] 
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Another interesting piece of information from the 
American College of Preventive Medicine i^ tlie 
memberslup distribution by specialty board certifica- 
tion (TaWe 4). Only 5 percent of the total meiftber- 
ship have been identified as in general preventive 
medicine. In part this reflects the more recertt origki 
<rf GPM'as a specialty area and the age structure of. 



nutrition. AU of the schools of public health and 
most schools of medicine (as ^ the'^ military 
^and the New York State Department of Health) 
^ view extensive research trainingyin epidemiology as 
^ one of their goals. Community mb^inc and clinical 
preventive medicine are found poitly in schools of 
medicine; whereas health sepices adSmwstration is 

3ls of puHic health. 



the membership of the College. ^ emphasized primalnly. in sch 

Table 5 lists the areas of training emphasis We should also coilsider briefly two other kinds 

regency- programs. Of the 23 prograiiis, 19 li^r^^rogr^, now in\xistefk:e since they can' also 
epidemidpgy as an area of emphasis; 7 hst commu- ^oar^ qualification in general preventive 

nity nj^icine or health; 7 list health service or ^niedicine. One. the cUnical scholar program; has 



iAedk:al oar* administration; 6 list-general or clinical 
preventive, medicine; 4 each list environmental 
health, maternal health, chikl health, and interna- 
tional health; 2 list pc^lation dynamics; and 1 lists 

TABLE 4. Mcnberabip ENstrftHition by Specially Board 
'^CcfftiflcaUo«:.A«ericafl CoBefe of Preventive MedlcfaM 1971* 



Specialty 



Publip Heahh(PH) 
Aerospace Medicine (AM> 
Occupational Medi^UM (OM) 
Cenerai^^^^ptventive Medicine 
(GPM) 

Dual ACPM\ertification 
Certification by other specialty 
«board9 

ToUl Fellowship 



Number 


% 


• 710 


48.6 * 


343 


23 5 


275 


18 8 


7S 


5.3 , 


^^^^ 




26 


1 8 


30 


2.0 ' 


1.462 


100 0% 



' SOURCE: American College of Preventive Medicine 
1971. (Ward Bentlcy). 



program, 

been run for several years now at such medical 
schools as Johns Hopkins, Duke, McGiU, Stanford, 
and wfstem Reserve. This is an academic program 
usually mounted on a standard,jntemal 'medicine or 
pediatric residency. For 9 m6nths, residents are 
freed of their regular clinical duties and attepd 
classes in an MPH program or its equivalent. 
During this time, they can also continue to keep 
close touch ^th their medical colleagues by attend- 
ing rounds, case conferences, etc. Generally the 
academic work emphasizes health care research and 
prepares the candidate fo^^a fourth-year project 
which involves both clinical and health care organi- 
zational research. iThe objective is to qualify the 
candidate, for his boards ia bo^a clinical specialty 
and gefteral preventive medic\|ie,** leading to-' an, 
academic career in he^ care Research .or clinical 
epidemiology. ^ 

The second program, the social medicine resi- 
dency at Montefiore Hospital an New York City, is. 



TABLES. Atm of TralaiBf Emphasii by Residency Proframs in General Preventive Medicine* 





School of 


SchooYof Public 


N.Y.S. Health 




* 


Medicine 


Health 


Military Department 


Total 




(14) 




(2) (1) 




Epidemiology 


'\ 7 


9 


2 1 




Conmui^ity^ Medicine W' Health 


6 


\r 


• 


7 


Medical Care or Health Services Administra- 










tk>n 


5' 


5 ^ 




7 


Clinical or General Preventive Medicine 


4 


2 




6 


Environmental Medicine or Health 


. -2 ^ 


2 




4 


MiOernai Chikl Health 




4 




• 4 


Intemational Health ' 




4 




4 


h>pul«tk>n Dynamics ,^ 




^ 2 


* 


'2 


Nutritk>n * ' ^ * 




I 




1. 


M^itary Preventive Medicine , ^ 






t > 


2 



•SOURCE: Directory of Approved Internships and Residencies. 1971-72. 



ERIC 



144 



Objectives of Graduate XraininglW 



an internal medicine (or pediatrics) residency prch 
gram emphasizing ambulatory care and the team 
approach to health care delivery in the setting of an 
OEO (Office o( Equal Opportunity) health center, 
where social problems qften rejiuir^ as much atten- 
tion as the strictly medical problems. This is 
accompanied by seminars in epidemiology, behav- 
ioral sciences, environmental health,' and administra- 
.tion and by interdisciplinary^ famify care confer- 
ences. The resident h^ the option of attending a 
school of public health for 9 months to secure an 
MPH and, by staying an extra year, can be board 
qualified iii^ preventive medicine as well as in his 
clinical specialty. 

V Unlike the essentially stable .situation in public 
health residencies during the past 10 years, resi- 
dency program? in general preventive medicine have 
grown rapidly since I960 when the subspecialty 
t)oard was established. Two programs were started 
inunediately; today there are 23 a"tive programs. 
The number of positions offered has grown from 0 
in 1961 to 248 in 1971 (S). The number of positions 
filled, i.e. ^ the number of physicians in training, also 
grew rapidly until 1968,^ but has remainecl stable at 
just about 100 since then. This, together with the 
gradual decrease in the percentage of positions filled 
since 1966, makes one wonder if we are i)ot already 
seeii^ the same, kind of initial saturation^ffect that 
occurred in public health ^residencies about 10 years 
aftef creation of the subspecialty board in public 
health. 

THE CAREER OUTCOMES FOR GfUDUATES 
QF PREVENTIVE AND COMMUNITY MEDICWE 
RESIDENCIES' 

The most obvious role to train residents for, and 
the one closest to the hearts of all program 
directors, is the academic role involving teaching 
and research in a department of preve^ve or 
community medicine or in a school of public health. 
In the past, research and teaching have focused on 
epidcmiologyr clinical preventive medicine, or'lenvi- 
ronmental health. More and more, however, with^ 
government and community pressure for beHer 
' he^th care delivery, research and teaching in the 
area of l)ealth care organization and delivery can be 
anticipated. However, as we will see below,* the 
number of graduates who can be absorbed into 
^ academic departments is limited, and to be realistic. 



our residency programs^also must prepare graduates 
for playing service roles in the health care system. 
V Judging by the present distribution of specialists 
in preventive medicine, the vast n^rity of gradu- 
ates, will find positions in health departments, the 
United States Public Health Service (and armed 
forces), and other government agencies, as well as 
industry. Given the increasing complexity «nd cost 
of medical care and the demand to ''ratiotialize" the 
health care industry through brtter organization of 
practice/such as HMOV (Health Maintenance 
Organizations) (prepaid group practice), an obvious 
role foi- the preventive medicine graduate will be 
that of medical director of practicing groups or 
ambulatory care clinics, especially where the pro- 
grams are closely tied to clinical residencies or 
function as ^ joint field' training project. This role 
will required person with good understanding of 
clinical problems plus training in administration and 
health care evaluation, epidemidogy, an4 behavioral 
science 

Another important role arises from the continuing 
need for public health physicians in local and state 
health departments. This requires training in* epide- 
miology, public health practice, administration, and 
environmental hitalth. As a ^consequence of federal 
health legislation, there is bound to be -a growing 
^need for health planners, a role th^t'will require 
training in administration with a heavy emph^is on 
system analysis, evaluation, and medical care re- 
search as well as economic, political, and behavioral 
science. Roles in the United States Public Health 
Service, armed forces, and other government agen- 
cies will require some mix of the epidemiological, 
pSWic health practice, environnr^ntal health, and 
admim^rative and planning skills considered above. 

The question naturajjy arises whether it is possi-, 
ble4o train any resident in all the skills which may 
be .called for in the various roles in whicM^e may 
some day find himjself. Obviqusly not; and, unlike 
clinical siibspecializatfon, it is less likely, that the 
resident v^ill be aWe to pick out the exact area of 
concentration early in training and narrow his 
interest to that field: To some extent, he can, but for 
the most part-it will be . necessary to structure the 
training in a bntod enough way that he can move 
his own with enough depth in a subject of interest 
so that he learns the process of • independently 
grappling with a problem, organizing it, tjoing the 
research, pfanning to solve it, and evaluating the 
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MARKET FOR GRADUATES UK GENERAL 
PREVENTIVE MEDICINE^ 



It is difficult to estimateEj'the 'market ' for 
graduates of residency programs i% general preven- 
tive medicine becausf the rate at which schools of 
medicine ancT public health wiir\^ able to absorb, 
them 'depend^ so much on the amount of federal 
foundation money forthcoming for research and 
teaching. Assuming increasing concern for better 
planning, administration, and evaluation of the 
health care system will bring with it increasing 
research budgets for preventive medicine, we can 
make at least an order of magnitude guess about the * 
dem^iicl for trained graduates in the coming decade. 

The United States Public Heahh Service recom- 
mends a minimum of six full-time faculty members 
for a department of preventive medicine of any 
medical school with a class of 96 or more (9). The 
Saratoga Springs CbnferemJf of the ATPM (Associ- 
ation of^ Teachers of Preventive Medicine) in 1%3 
recommended a minimum of two faculty iTtembers 
in each of 4 to 5 core ar^as in any "^research 
departments" (and we woui'd* anticipate that all 
academic departments would di# to be research 
departments) (10). Thus, we ntl^ A)mpromise at 
eight as a minimum faculty l^e arid hope for ten as^ 
an average since thejiumb^j^ large departments 
will be inc hided in^thT^avef^e. The ''Project on 
Teaching of PrevejWe Medicine" of the Institute 
for the Advanc^.memoC.Medfcal Communication irL^ 
1%3 found the average sfze^^gftment of preven- 
tive medicine^ included 4.8 "^iromberjs, 52 percent 
having five or less. (//). The National Advisory 
Commission on Health Manpower in 1967 found 
136 physicians employed full time iivmedical 
schools or about 1.4 for each school, meaning that 
about one preventi^ medicine faculty member out 
of four is>a physician (12). If we assume that the 
percentage of physicians in preventive medicine 
department? ought .to increase to 40 percent as the 
emphasis change* to health care research, this 
would mean a need for about 2.5 preventive 
mcdicine:physicians per_department plus another 0.5 



applicants whose number has leveled off at that rate 
for the past 3 years. 

However. tWs*J^jgure is obviou^ much too 
incomplete and needs a number of revisions both 
upward and downwards Eyeiji though' we like to 
think of a residency [Jrograrg^is aimed primarily at 
producing new teachers andT^se^ch people foV 
departments of preventive and community medigine, 
in fact only a small percent of diplomates will 
probably end up in such departJ^ents. The same 
Comfiission report in l%7 shojved only oifc pre- 
ventive medicine specialist in seven located in a 
medical school. Many more were working in health' 
deparwents, the United States Public Health Serv-' 
ic^f-^choojs of public health, industry, and the 
armed force's.^ Assuming these areas will require 
replacMjent and, hopefully, a fair amount of expan- 
sion/the number of trained general preventive^ 
medicine graduates needed in the next 10 years 
would be 4 to 5 times thfe 300 estimated above when 
judged on the basis of medical schocfl rjee^ft^aijlone. 

On the^other hand, the main source of preventive 
medicine specialist's in the past has been from 
physicians who have trained as clinicians "and 4he!T, 
for one reason or aijiother, switched to the field of 
prevenUve meditine. This may ct>ntinue to be a 
major route^by whiclj, physicians enter our specialty, 
and Fjjobably this isj a good thing. However, this 
again reduces our estimate of the number of trained 
preventive medicine physicians' who can be ab- 
sorbed out of residency programs, let us say by 



about two-thirds, i.e. 
years or aUout one to 



to about 450 in the next 10 
one and one-half Umes as fast 
as they are now hein^ turned out.^Tl^se estimates 
would be even more striking if the need^.of schools 
of public health were inserteQ into the tp^l man- 
power requirements. ^ ^ 

The final factor to be taken into account is the 
possibility tthat as bbard .certification becomes a 
more important criterion for employment, and as 
health care research becomes a.^moie central com- 
ponent of service as well as acadeifiic work, health 
department (public hedth) residencies may merge 
with or move to coope ^ate with academic programs, 
thereby making the mfedicahschool a_more impor- 
for those retiring m the next 10 years or about 300 ^"^Bwl^esource fof thd training of public health 
for the nation. This would be 30 graduates iptv year personnel in the* service sector itsdf. This last 
for the next 10 years or just about the rate at which possibility is very diffitult to quantify, even as a 
we arc presently producing them. This figure almost ..guess. But it is probably safe to assume that we 
scchis to indicate a kind of clairvoyance . among the could increafse the number of trainees between 50 to 
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TABLE 6. Rekdeiicy T^«kie«lilp Gnmta— (JSPHS 
FY 1971 



Sute Congressional 
Distiict 



^Grantee Institufipn 



Type of 
Program 



Trainee* 



Approved 
Budge^ 



Balance 
From PY 
\91\ 



Amount of 
Award 



Alabama 

(6) 
California 

(7) ; 

. (7) 

(28) 
Colorado 

(I) 
Georgia 

Illinois 
(20) 
Kentucky 

• (6) 

LouiM^na || 
^ (2) M 

Maryland 

(3) 

(3) ' 
<4) - • 
Massachusetts 

(9) 
- (9) 
. (9) ' 

<9) 
Michigan 
(2) 

Minnesota 

(5) 

New York 

(19) 
•(29) 

North Carolina 

(4) 

(4) 

(4) 
Ohio 

• (15) 
Oklahoma 

(5) 
Oregon 
(3) 

Pennsylvania 

(3) - 
' (17) 
(3) 

Tennessee 

(5) ; 



icfifcrson County Dept. of Health 
Univ. of Albama • 


OPH 
GPM 


2 

. 1 


$ 17.776 
9.050 


$ i3.ooa 


$ 4.768 
9.050 


Cajifomia Dept of Public Health 
Univ. of CAfifomia Berkeley 
Univ of California Los Angeles 


PM/PH 

GPM 

GPM 


3 
3 


49.620 
29.809 
24.443 


129.570^ 
• 4.991 


20,050 
24,818 
24.443 


Colorado Dept. of Public Health "^^ 


DPH 


2 


^8.000 




18.000 


Georgia Dept of Public Health 


^PH 


2 

1 


18.400 


15.620 


2.?80 


Illinois Dept of PutUic Health 


Urn 


-> 


I7.0.7Z 


7.620 


12.032 


lCcn\ky Dept of Health 
* Univ\f Kentucky 

Tulane ^ 


w 

DPH 
GPM. 

GPM 


1 , 
3 


. 7.700 
21.144 

32.043 - 


7.700 
1.769 

8.295 


23.748 


Univ of Maryland 
Johns Hopkins Univ. 
^Maryland State Dept. of Health 


GPM 
GPM 
, PM/PH 


1 

1! 
3 


10.150 
127.875 
^30,299 


0 

13.372 
427 


10.150 
1 14.503 
29.872 


Harvard School of Public Health 
4 Harvard School of Public Health 

Harvard &jhool of Dental Medicine 
Harvard School of Dental Wfedicme 


GPM 
GPM 
DPH 
qPH 


• 3 ^ 
2 
1 

-r 4 * 


28.517 
21.820 
12.320 
40.120 


19.049 
6.187 
0 
0* 


9,468 
15.633 
12.320 
40.120 


Univ of Michigan 
' School of Public Health 


DPH 


2 


24.780 


* 2.408 


22.372 



Minnesota DejJartmcnt of Health 
Minnesota Department of Health 

New York City Dept of; Health 
New York Slate Dept. of Health 

No, Carohna State Board of Health 

Univ of North Carolina 

No Carolina State Board of Health 



Ohio Sute Univ. 
Univ of Oklahoma 
Oregon State Board of Health 



Jefferson Medical College^ 
Pennsylvania Pept ^f Health . 
Philadelphia Dept of Public Health 

Tennessee ^ept of Public Health 



PM/PH 
" X>PH 

PM/PH 
DPH 

DPH J 

GPM 
PM/PH 

IiPM 

PM/PH 

GPM 
. PM/PH 
DPH 

PM/ph , 



\3 ^ 24. 



7.000 
7.500 


893 

0 


6.107 
7.500 


19.284 
15.162 


0 

10.076 


19.284 
5.086 


9.617 
21.208 
19.614 


471 
5.687 
0 


9.146* 
15.521 
19.614 


24.500 




24.500 

• 


27.933 


2.326 


25.607 


24.500 


16.456 


8.044 


18.600 
33,502 
18.740 


8.986 

22,502 
3.394 


9.614 
11.000 
15,366 


15.5(ito 


2.126 


13.374 
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TABLE 6->€ootiniied 



State Congressiona) 
District 



Grantee In^tifution 



Type of 
Program 



Balance 

Approved" From FY Ainount of 
Budget 1970 Award 



Trainees 



Utah ! 

(2) 
Virgtnia 

Washington 

(3) 
' (3) 



Utah State Division of Health 
Virginia State Dept of Health 



Washington ^tate Health Department 
Univ. of Washington 



PM/PH 

PM/PH 

PM/PH 
GPM 



37 



gray 



its for total of 



3 

95 



10,617 

9.200 

26.733 
29.216 



10.617 

208^ 

4.000 
0 



$881,964 $717,758 



8.992 

22.733 
29.216 



100 percent without the danger of producing a glut 
on the market. All this* of course, is contingent 
upon adequate financing — something much mote 
problematic in preventive medicine than in clinical 
-medictfie, since the service produced is a public^ 
rather than a private good, one that is paid for in 
the final analysis through tax levies, a process 
subject to the vagaries of the political process. 

In the immediate future at least, it «eems more 
likely that the major problem will be to find recruits 
for residency programs, rather than to fii^d positions 
for graduates. The second major problem is to 
secure adequate finan^ng of the progran). The 
'entire federal support for preventive medicine-public 
heakh residencies in 1912 came to only $880,000 
apportioned for 95 trainees, an average of $9,300 per 
trainee including tuition and travel. (The breakdown 
by program type is shown in Tables 6 and 7.) In 
' 1975 there are 35 students receiving $345,883, ^n 
average of. $9,900. This clearly comes nowhere near 
providing the number of traineeships to supply the 



national need; nor are the stipends high enough to 
compete with growing clinical residency salaries, 
subsidized as tkey are by third part-y reimbursement 
^-schemes. 



TABLE 7. Federal (USPHS) Suppoil of Resl<M cy Training in 
General Preventive Medicine— PuWkrHealth by Program Xypes 



ilofResis^y 



24CJ 




48^^ 




Sim 


Departments of. 


GenerarfVeventive 


PM/PH 


Public Health 




Medicine 




$245,869 (28^) 


$209,787 a4Cf) 


$426,308 (487f ) 


3(f trainees 


22 trainees 




43 trainees 






Grand Total 








$884. %4 








9^ trainees 
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Keynote Speech and Workshop Objectives 



ASSOCIATION OF TEACHERS OF PREVEN- 
TIVE MEDICINE r 
Asilomar, CanTomia 



PURPJ&SE OF THE KEYI^of E TALK 
Kurt W. Deuschle, M.D. 

1. To define the objectives of the graduate (resi- 
dency) training in departments "of Community, 
Preventive, and Social Medicine. 

2. To review the current status of residency training 
^ progranis in' CP&SM departments including time 

trends and comparison with M.P.H., Dr.P.H. 
training in schools of public health. 

3. To define the"Toles for which such training 
^ should be directed (e.g., careers in academic 

medicine, health services gdmyiistration.* jiealth 
planoing, govemmenlar^ency administration). 

4. To estimate the * •market'' for such trainees over*- 
* the next ten years. 

WORKSHOP #1 
TEACHING MODELS 

1. What are the most^scful teaching models for , 
residency training in Community. Preventive, 
and Social Medicine? 
.2. Are thc^c teaching mpdels the same as those 
used for undergraduate medical students, and if 
so, Will they be able to bear the burden of both 
programs? 

3. Will new teaching models be needed for a 
, program which plans a new residency program? 



. . WORKSHOP #2 . . 

. INTERRELATIONSHIP OF GRADUATE 
. AND UNDERGRADUATE TRAINING 

1. Xo what extent should residency training -in 
CP&SM be an extension of undergraduate train- 
ing? 

2. (JJan a closely coordinated undergraduate-gradu- 
ate pr(^ram shorten the time of training, 4nd is 
the M.D. degree a necessary prerequisite for 
graduate training? ^! 

3. What undergraduate courses and curpcula are 
best adapted to graduate training?', 

^ChairmaniwDr. Robert Crede, Dept. pf Commu- 
nity Medicine, University of Calif., San 
FraiKisco Medical Center , i^' 

' Recorder: Dr. Hugh Fulmer, Dept. of C^munify 
Medicine, University of Massachusetts 
Medical SchooF 



Chatmm: 



Recorder: 



Dr. C. Hilmoiji Castle, Dept. Com. 
Medicine, University of Utah 
Dr. T. Timothy Crocker, Dept. of 
Medicine, University of Calif., San 
Franci^o School of Medicine 



WORKSHOP #3 
ROLE OF THE BASIC SCIENCfeS IN 
GRADUATE EDUCATION 

1. Shpuld basic sciences such as Social and Behav- 
ioral Sciences, Mathematics, and^lnformationi. 
Sciences be included as elements' of graduate 
trainii^K 

2. How wPsuch involvement affect the graduate 
training , programs in these basic science depart- 
ments? 

3. To wh^t extent should emphasis be placed on 
combined M.D.-Ph.D. degree training in one or 
another of these basic science departments? 

Chairman: Dr. Herbert Abrams, Department of 

^Medicine, University of Arizona 
Recorder: Dr. Joseph Stokes, Department of. 

Community Medicine, University of 

California, San Diego 



WORKSHOP, #4 
RQ^E oiF RESEARCH AN D TEACHING IN 
- GRADUATE TRAINING 

1. To what extept should research experience be 
included as either a required or ele(ftive element 
of graduate training? • I ^ 

2. Which research projects wouW be inost suitable 
^ for such training (e.g., epidemioljogic studies, 

.health services reseiirch* etc.)? \ 
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3. To what extent should residents in CP&SM be 
involved as teachers of undergraduate medical 
and other health sciences to students?^ 
Chaimnan: Dr. John Fox, School of Public Health, 

University of Washington - * 
Recorder: Dr. Nemat Borhani, Department of 
* Community Health,^ University of CalP 

fomia, Davis School of Medicine' 



* WORKSHOP #5 
INTERRELATIONSHIP WITH OTHER 
RESIDENCY TRAINING PROGRA[<!S 

I. Should departments of Community, Preventive, 
and Social Medicine ^^me responsibility for 
either the direction or'?o ordination of training 
programs in pnmary medical care (family prac- 
tice)? 

1. If gradtl|te. training programs m both primary 
medical care (family, practice) afnd in CP&SM 
exfsf in the/same institution, what should their 

be? 

at should be the relationship between resi- 
hcy training in CP&SM and residency pro- 
groups in medicine, pediatrics, psychiatry, and 
other clinical departments? - • " 
Chairman: Pr. Lester • Breslow, Department of 
Preventive and Social Medicine* (jni- 
versity of California, Los Angeles 
Recorder: Dr. Rober^^iuntley, Department of 
CommunityMledicine and International 
Health, Georgetown University, School 
of Medicine. Washington, D.C. ^ * 

WORKSHOP #6 ^ 
FIELD EXPERIENCE AS A TEACHING 
MODEL 1 

J. To what extent should field expenence be an 
element of the residency training programs in 
CP&SM? ' ' 

2. What i^le should local, state and federal public 
health agencies play as teaching models? 

3. What Ts'-the rple of other agencies such as 
Conjpfehensive Health Wannmg. Regional Medi- 
cal Programsraftd-^VQluntary health agencies as 

- teaching^fnodels? 
Chairman: ' Dr. Cpunt Gibson, Jr., Dcpa/lment of 
Qpmmunity and Preventi^ Medicine, 
Startford University School of Medicine^ 



Recorder Dr. Robert Eelkema,' Department of 
Community Medicine Univejsltynctf * 
North Dakota . 



W0RKSH0e#7 
INTERRELATIONSHIP WtTH GRADlATE 
TRAINING iN SCHOOLS OF PUBLl^. 
'HEALTH 



ns m dep 



I. Should the gfadBate^trgining programs ift depart-* 
ments of CPASM have different training objec- 
liveTs than those in Schools of Public Health? - 
3. Should an M.P.H. degree be either an element 
' of or a prerequisite for residency training'4 
3. What special probllfns are presented for those 
^ instituiions with both se^oois of medicine and 

public health? ^ \ . 

Chairman: Dr. Warren Winkelstein, Division'^of 
Epidemiology, University of California, 
Berkeley 

Recorder: Dr. Fred 'Gilbert, Jr./ Department of 
^, Community Health, University of rta- 
^ waii School of Medicine 



WORKSHOP #8 
EVALUATION AND ACCREDITATION 

1. Is the American Board of Preventive Medicine^ 
an adequate accrediting mechanism for gradual^ 
training programs ip^departnients of Community, 
Socials and Prev^tive**Medicine? 

2. If «o^ how might the' ABPM modified to 
bettef.serve this purpose? 

3. Is there' need for continuing accreditation of 
rdiplomates pf the ABPM and, if so, how does 
^ such continuing accredi^tation relate to questions 

/ I and 2? . 

Chairman: J>r. Cortlandt >iackenzie. Health Care 
and Epidemiology, University of British 
* Columbia, Faculty of Medicine 

Recorder: J. J. Beeston, Department of Commu- 
nity Medicine and Public H^Uh, Uni- 
versity of Southern California Sc^qftl of 
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Academic health science centers^ 48 
Accidental iqjury * , 

curficulum content, 76' 
Alcohol abuse 

curriculum content, 76 , ' ^ 

AMA ^ . 

See Americari Medical Association* ' ' 
Aifbulatoty tare facilities • # 

curricul^ content, 9^ 
Americaiftoard of Preventive Medicine', 131 ^ ^ 
American College of Pre^mtKe^edicine, 132 ^ 
American Hospital As^jdnmon, 4 ^ 
American Medical Association (^^A), 5-6, U 
i^merican Public Health Association (APHAV ^ ^ 
annual meeting s, / , . 

, core turriculuj|pi^^^ 47 ^ / 

formation, \-T^ I 
health department role redefined, 4-5 ' * 

n^^^hip, 2, 5 

Am^ffi^ri Statistical Association, 79, 81 
-Ann Arbor Conference of 1946, 20, 24-27 
APHA^ 

See ^nerican Public Health Association 
Asilomar Conference; 123, 129-139 * 
Association of American Medical Colleges, 19, 20 
Association of Schools of Publ^^ Health, 50 
Association of Teachers, of Pre^Sntive Medicine, 9, 

19, 21, Stt, 123, 134 ' /'^ 
• See also Conference of Professors of Preventive 

' Medicine , 
ATMP 'I • i 

S6'6' .Association of Teachers of Preventive Medi- 
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Behavioral science , • * 
behavioral objectives, 71 ^ V , 

Biggs,. Hermann M., 6-7f9 0^"" 

Biomedical problems (Bivri>'s), 87-92 

Biometry 
cujiriculuhi cpntent, 55 



Biostatistics^ ^ 
' behavioral objectives, 68t70 

biomedic^roblems approach, 87-92 

course diversity, 78-79, 81 

curricuhim content, 80-81 

faculty, 80 

need for, 79-80i^l 

teachingTTTethods/ 80 
Block electives, 21 
BMFs J. 
' See ^emedical problemf 
British Department of Health and Social Security, 
^ 45 \ 



CAI , ■ ■' { 

See Computer-assisted instruction \ 

CCMC . ; 

See Committee on tfte Cost of Medical Care ^ 

Center for Disease Control, 46 ^ ^ . 

Chadwick report, 11 

^Children's Bureau, 7 

Clerkships, 20, 101-lj86 
HDommittee on the Cost of MedicSd Care <CCMC), ^ 

Community medical care needs 

curriculum content, 95 . ^ ' ' . 

Community medicine, departments of !. 
^ ^ee Preventive medicine, departments of 
Comprehensive Health Planning Act of 196^, 16 
Computer-assisted instruction (CAI), 80 ^/ 
Conference of ^ofessors of Preventive Medicine, 
20, 24-21 ' ♦ * ^ . ^ 
1 Curricula • - , y . %, \ 

development of, 59-62 
] epidemiology, 73-77 ' 
heakh services, 93-99 i 
preventive medicine departments, 55-58 J 
public health schools, 47, 49 " • 

residency training programs, 126 > 

Demography * 

See Population dynamics 
Deu^hle, Kurt, 101 . . ^ 
Disease control \ _ „ ^, 

approaches to, 44 

behavioral objectives, "70-71 

curriculum content, 56-57 
Diseases, specific • ^ - 

curriculum content, 75-J6 * 
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Dniguse 

curr^ulum content, 76 
Dyar, Robert, 21 . C ^ . 

^ • * ' ^ ft 

Enviro^imcntal health 

, behavioral objectives, 70-71 • ' » , 

curriculum «(»itent, 57 ^ ..^ 
.l^pidenuoiogy 

behavioraf ob[jectives, 68-70 * 

lyoqiedical problems l^oarff , i87-92 

curricohim ccmtent, 56, 73, 74^77 

research pro^'ams, 21, 91 * * * 

teaching methods, 83-86 

■ , . ^ V ■ ^ 

F^dnUes' * * ^ 

^appointments and promotions, 32, 33, 114-115 

116-119 ^ ^ 
biostatistics. 80 

composition.of, 1^19, 37, 113-114, 134 

teaching reso^ce role, i^U5 . 
Family planning^ 77, 78 . 
Family jw^ticc, 17, 37 
Federal legislation 

impact on preventive 'meaicine departments, 15, 

: ''f ^: .0' 

Field ^experiencfe, 21 » ' , 

Financing health care 

curriculum content, % ' ^ 

Flexner report, 11^ 

' • ■•• ; • 9 . 

^Ge^gr^l^ic medicine 
* 5urricuIum<content, 76 ' - 

Health care agencies , . . ^ 

career opportunities in, .133, 13^ . 

rolerf>f, 4-5, 7-8 ' . ' 
Health cere education, ff-M, 47-48 * 
Health'^care planning S 
^ cuqicuhim content, 96-97 * 
Health care pl^nnipg agencies, 16 



Hbalth education 

behaviofali^t^)ecij^e^7] * - 

programs, 22 * ' - ^ 

Heajth nuuntenance organizationsjPj^j^jd^^ 

curriculum content, 95 
Health ff^power 

cturiculum* content, 57, 95 
Health services ^ ^ • 

bibhdgraphical, resources, 97lj*r99 
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curriculum content, 57, 93^97 

teaching methods, 97^98 
HMO's \ 

See Health maintenance organizations 
Homicides ^ > 

curriculum content, 76 
Horlbeck, Heniy B., 2 < , . 

Hospital epidemiology 
. c&rriculum content, 76 
^ Hospital facilities ^ , 

curriculum contenjt, 25 
HosjJital in^rance Han, J 4 

^ Infectious disease^ ' " 

COTtrol, 13 ^ 
curriculum content, 75 • . 
research programs, 21 
International medicine 
curriculunri content^"57-58 

Kentucky, University of 
clerlcship program, 101, 102 ' ^ 

M^practicef 

curriculum content, 97 
MCAT 

See Medical College Admission Test 
McJ^aster University M.D. Program , 

development of^ 89^90 
^ goals, 87-^ ^ 

problems, 92 
* research programs, 91 

structure, 87, 88-89, 1 10 . . 
Medicaid, 16 ^ 
Medical care organization , . > 

behavioral^ objectives, 67-68 \\ 
i Medical College Admission Test (MCAT), 110 
Medical economics 

curriculum content, 57 
Medical ethics and the law ^ 

behjVioral objective^ ,1 71 > 
, curriculuni* content, 58, 95, 97 . 
Medical practice 

curriculum content, 95 
Medical ^chools^ 1 

biostatistics curriculum, 78-79, 81, 87-91 

impact of student unrest, 16-17 
^ /esearch funds, 14-15 
' specialization, 15, 45- 

See also preventive rhedidne, departments of 
' Mecbcal sociology ' • 

cimiculum content, 58 ^ ^ * 



MecMcare, 16 
Military medicine, 14 
Mount Sinai School ctf Medicine 
'Clericshq) in comnuinity medicine, 101-106 
. Murray:Wagner- Dingle Bill, 15 • 
Mustard, Harry S., 1^,20 
Mustard C^|uMSee, 20 

National Board,*55, 56, 57, 79, 81, 85 
National Foundation, 21 ^ 
National health insurance 

curriculum content, % 
National health pco^^ 

American Public Health Association statement 
on, 4 . - 

nee4 for, 8 fi 
National health service, 11-1%^ 
New York i^cademy of Medicine, 6-7 
New Yori^ Cfty Board of Health, 6 
New YoricjCity Health Department, 7, 20 
York County Medical Society, 6 
^ ^ifw York State Health Department, 7^^ 
New York University, T5 
Nutrition ^ 

curriculum content, 56 

Occupational health 
curriculum content, 57, 76-77 

Peer review 

curriculum content, 95- 
Physicians 

" - American Public Health >^ociation members, 1, 
y 2,5^ • ^ ^ 

' .armed .forges, 14 . 
attitudes toward public health, 5-7, 9 
\^ biostathtics needed by, 79-80, 81 . 
\ ^ preventive medicine department faculty members, 
18, 134 * 
preventive mediiyne specialists, 124, 130, 13r~132. 

133, 134 ^ . 
public health school enroDment, 49 
jHibHc hdcdth speciMists, 130' 

• shortage, 15, 95 , ^ 

. , specialization, 130-132 ^ 
•^j^opulation dynamics 

• cuitictilum content, 56, 77-78 
Preventive medicine^ 

development, l-r5, 9 
infectious disease control, 13 



Preventiyp-lnedicine, departments of 
bel)aw)ral,objective§, 67-71 . » * 
. Momedical problerilsappdKh, 87-92 
cleritships, 20, 10;^f06, 
curriculum content, 20-21, 24-27, 55-58, 73-82, 
• 9J-99, • *• 

cumculum develojMnent, 59-60, 61 
diversity of tifles (Jf, 17^18, 37 • 
faculty, .18^19, 37, 80, 113-119, 134 
,femily practice resui^nce, 17 
funding, 14-16, 19,- 135-136 * 
health edu^bn^programs, 22 , 
influences ott the development of, .13- 1 8 
relationship ito public health schools, 22-23, 31- 
32,37-41,43,4446,47-48 
:h ^tivities,s 1$, lyil ' ^ 
residency programs, 22, 49, 123-136 " / 
scope of, 9hrlO « / 

structure^ 18-2?, 24^27 j 
summer progranis, 21 . * 
teaching methods, 60-65, 83-86' ^ 
teaching resources, 97, $8-99, 107-1 19 
teaching time, 20, 55 , 56, 73, 79 • ' -r 

Pi»fessional Standards Review Organizations 

curriculum content, 95 ' ' ' ^ 

Public health " " * " 

development, 1-12 * \ * • 
health dej^lulment role, 7-5 
physician attitudes toward, 5-7, 9 
Public health, schools of 
curriculum content, 47, 49 * \ ' : 
development of, 32, 44, 47, 49 
faculty, 32, 33 ' \ ^ - 
relationship td preventive medicine departments, 
^ 22-23, 31-3^, 42,.44-46, 47-48"^ 
residency training, 125, 129-130, 135--f36 
scope of, 8-9 . - ' - * 

^. suiictur% 32, 33, 37, 47, 50, 51 - 

student diversity, 50 * 
Public Health Service, U. S., 7, 14, 19, 134 

Qualify of care evaluation 
curriculum content, 95 

R^gio^al Medical Programs, -16 
Research 

development of funding, 14 

influence on medical specialization, 15-16 
^ Mf Master University M.D. Prograrti, 91 

preventive' medicine dep^tflments, 19, 21-22 
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Residency training i 
apfiicants, 22. 49, 125-»126 
areas of enit)hasis, •132 
career goiils, 124, 433 
xlinical scholar program, 132 
curricolum ^content, l26 

development of. 123-^124; 125, 129-130, lil, 133 
federal traineeship grant|, 135-1^36 
job.market, 124-125. 134, 136 / 
public health school programs, 125, 129-130 
^social medicine residency, 132-133 
Rural health 
curriculum content, % 



Saratoga Springs Conference, 134 
Self-instruction material programs (SIMP), 64-65, 80 
; Sfi^t Committee, 19, 21 / 
Shattuckf, Lemuel, 11 « ^ ' 

Sheppard-Towper Act of 1921, 6 , 
SFMP I 

See iSetf-instruction material programs 
^Smlth, Stephen, 1-2, 10 
' 'Social Security -rttt of 1935, 15 
Southern Medical Schcfcls* Consortium, 65 
,Stu4cnts * , > 

bii^tStistics background, 80 

public health schools, 50 * 

reading skills, 110 ; 

teaching resource role, 115 ' ' / 

Suicides ' i 

curriculum -content, 76 ^, , « 



Teaching methods 

biomedical problenis .approach, 87-92 

biostatistics, 80 ' ' * 

clerkships, 101-106 ^ ' 

development of, 60-62 

epidemiology, 83-86 

health services, 97-98 

types of, 62^, 
Teacliing resources 

community medicine activities, 107-108 

faculty, 113-119 

Uterature, 85-86, lp9^1 \i 

studfents/115" 
Teaching time, 20, 55, 5^, 73, 79 



UrifvcTsity of North Carolina at Chapel Hill 
^ faculty aj^intmentxriteria, 1 16-1 19 >^ 
Utilizalion review 
curriculum content, 95 

. Vital statistics, 5, 77 
Voluntary health agencies', 15-16,. r9 

m 

Wilbur, Ray Lyman, 1 1 - * 

^ Zoonotic diseases ' * y 
cuniculum confent, 77 
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